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ABSTRACT 
 
This dissertation investigated the interpersonal mechanisms through which various 
aspects of perfectionism confer risk for psychological outcomes. Three studies were conducted 
based on the Perfectionism Social Disconnection Model (Hewitt, Flett, & Mikail, 2017), which 
proposes that individuals with higher levels of perfectionism may experience significant social 
disconnection, which then lead to a variety of maladaptive outcomes. Study 1 examined the 
longitudinal impacts of trait perfectionism and sense of relatedness on the variance in change in 
psychological outcomes. Findings showed that negative perceptions of relatedness partially 
mediated the link between socially prescribed perfectionism and psychological distress three 
months later; however, this relationship was no longer significant when controlled for baseline 
symptoms. Studies 2 and 3 examined the mediating role of social disconnection in the 
relationship between perfectionism and psychological outcomes in a sample of general 
undergraduate students, as well as students in medical and law programs. Findings showed that 
feelings of loneliness mediated the relationship between nondisclosure of imperfection and 
outcomes of depression and psychological distress in undergraduate, law, and medical students. 
Results also showed that loneliness mediated the links between socially prescribed perfectionism 
and psychological distress in undergraduate and law students, but not in medical students. Tests 
of group differences showed that medical students reported lower levels of perfectionism 
compared to both law and undergraduate students. Understanding the potential impacts of 
perfectionism and the interpersonal mechanisms involved that make individuals vulnerable to 
maladaptive outcomes will assist academic programs in developing effective strategies to reduce 
sources of psychological distress, build students’ resilience, and improve the ways in which 
students can feel socially supported and connected with others. 
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SUMMARY FOR LAY AUDIENCE 
 
Perfectionism is a personality trait characterized by a tendency to strive for flawlessness, 
set unrealistically high standards for performance, and have overly critical evaluations of one’s 
behaviour. This dissertation is comprised of three studies that investigated the interpersonal 
mechanisms through which various aspects of perfectionism confer risk for psychological 
outcomes. It has been proposed that individuals with higher levels of perfectionism may 
experience significant social disconnection, which then leads to a variety of maladaptive 
outcomes. Findings from Study 1 showed that the perception or belief that others demand 
perfection is associated with a lower sense of relatedness, which in turn lead to higher levels of 
psychological distress three months later (Time 2); however, this relationship did not remain 
when symptoms of psychological distress measured at Time 1 were accounted for. Studies 2 and 
3 examined the role of social disconnection in the relationship between perfectionism and 
psychological outcomes in a sample of general undergraduate students, as well as students in 
medical and law programs. Findings showed that the tendency to avoid verbal admissions of 
perceived imperfections is associated with feelings of loneliness, which in turn are associated 
with depression and psychological distress in undergraduate, law, and medical students. Results 
also showed that loneliness plays an important role in the relationship between psychological 
distress and the perception or belief that others demand perfection in undergraduate and law 
students, but not in medical students. In addition, medical students were found to report lower 
levels of perfectionism compared to both law and undergraduate students. Understanding the 
potential impacts of perfectionism and the interpersonal mechanisms involved that make 
individuals vulnerable to maladaptive outcomes will assist academic programs in developing 
effective strategies to reduce sources of psychological distress, build students’ resilience, and 
improve the ways in which students can feel socially supported and connected with others. 
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Chapter 1 
1. Introduction 
Striving for excellence is often believed to drive achievement, and is popularly associated 
with having a good work ethic and strength of character. In today’s performance focused society, 
the drive to improve oneself, and to strive for better performance and higher standards is often 
valued and celebrated with little consideration of its implications. Understanding the 
consequences of perfectionism is becoming increasingly important, especially in light of 
evidence that personality can confer risk or resilience for health and well-being. 
A recent cross-temporal meta-analysis showed that rates of perfectionism have increased 
over the last 27 years in college students (Curran & Hill, 2017). Curran and Hill (2017) proposed 
that the rise in perfectionism among students may be attributed to the association of educational 
and professional achievement, status, and wealth with innate personal value. The authors argue 
that historically the purpose of education was to provide students with a broader repertoire of 
skills and knowledge, whereas in the present day, there is a belief that skills and knowledge are 
insignificant unless they confer economic value. Furthermore, as expectations of young people 
have increased, so have the educational demands that are placed on them. This has resulted in 
considerable pressure on students to strive, compete, and meet increasingly higher standards in 
school in order to maximize their future market price. Young people are now facing more 
competitive environments and more unrealistic expectations than generations before. 
A significant body of research has shown that perfectionism is associated with many 
negative psychological, emotional, interpersonal, and social outcomes (Ayearst, Flett, & Hewitt, 
2012; Blatt, 1995; DiBartolo & Rendon, 2012; Flett & Hewitt, 2005; Greenspon, 2000; 
Nounopoulos, Ashby, & Gilman, 2006) as well as physical and mental health complications 
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(Egan, Wade, & Shafran, 2011; Limburg, Watson, Hagger, & Egan, 2017; Shafran & Mansell, 
2001). Perfectionism has been implicated in the etiology, maintenance, and course of a wide 
variety of psychopathology, such as eating disorders (Bardone-Cone, Sturm, Lawson, Robinson, 
& Smith, 2010; Bardone-Cone et al., 2007; Cockell et al., 2002; Halmi et al., 2000; Nilsson, 
Sundbom, & Hagglof, 2008), depression (Hewitt & Flett, 1991a; Huprich, Porcelli, Keaschuk, 
Binienda, & Engle, 2008; Smith, Sherry, et al., 2016), suicidal ideation and behaviour (Flett, 
Hewitt, & Heisel, 2014; Hewitt, Flett, Sherry, & Caelian, 2006; Hewitt, Flett, & Weber, 1994; 
O’Connor & Forgan, 2007; Smith, Sherry, Chen, et al., 2018), anxiety disorders (Antony, 
Purdon, Huta, & Swinson, 1998; Iketani et al., 2002; Jain & Sudhir, 2010; Saboonchi, Lundh, & 
Ost, 1999), and obsessive-compulsive disorder (Frost, Novara, & Rhéaume, 2002; Frost & 
Steketee, 1997; Lee et al., 2009; Martinelli, Chasson, Wetterneck, Hart, & Björgvinsson, 2014). 
Perfectionism has also been linked to social dysfunction and a variety of interpersonal 
difficulties, including interpersonal sensitivity, hostility, paranoia (Habke & Flynn, 2002; 
Haring, Hewitt, & Flett, 2003; Nounopoulos et al., 2006), poorer quality of marital relationships 
(Haring et al., 2003), a tendency to ruminate about negative interpersonal events and reports of 
more frequent negative social feedback (Nepon, Flett, Hewitt, & Molnar, 2011), higher levels of 
validation seeking and sensitivity to rejection (Flett, Besser, & Hewitt, 2014), and greater 
interpersonal conflict (Mushquash & Sherry, 2012). These findings highlight the importance of 
relational aspects that may contribute to various psychological difficulties experienced by 
individuals with perfectionism. 
This research project focuses on the interpersonal mechanisms of perfectionism in order 
to expand our understanding of perfectionism as a vulnerability factor for psychological distress 
and its associations with psychiatric difficulties and maladaptive outcomes. This chapter 
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provides (1) an overview of perfectionism, including historical conceptualizations and 
contemporary measurement models, (2) a summary of the Comprehensive Model of 
Perfectionistic Behaviour (Hewitt, Flett, & Mikail, 2017), a definition of perfectionism that 
captures a holistic perfectionistic personality configuration, (3) a description of the Perfectionism 
Social Disconnection Model (Hewitt et al., 2006), a proposed theoretical framework that outlines 
the interpersonal mechanisms through which various aspects of perfectionism confers risk for 
psychological distress, and (4) a review of extant research testing the Perfectionism Social 
Disconnection Model. Lastly, an overview of the current research and research objectives are 
presented. 
 
1.1. Conceptualizations and Measurement of Perfectionism 
Perfectionism is a personality trait characterized by a tendency to strive for flawlessness, 
set unrealistically high standards for performance, and have overly critical evaluations of one’s 
behaviour (Frost, Marten, Lahart, & Rosenblate, 1990; Hewitt & Flett, 1991b). Perfectionism is a 
complex construct that has been conceptualized in different ways and often consisting of various 
dimensions. Early definitions of perfectionism portrayed the construct from both a 
unidimensional and pathological perspective. Hollender’s (1978) early description of individuals 
with perfectionism defined it as a negative personality trait involving an unjustifiable and 
excessive demand on oneself or others for a superior quality of performance. In addition, 
Hollender (1978) emphasized the significance of cognitive processes in the maintenance of 
perfectionism, such as selective attention, in which the individual is constantly focused on actual 
or perceived failures in performance, while successes are often ignored or discredited. Burns 
(1980) also highlighted the self-defeating nature and cognitive aspects of perfectionism that 
focuses on a self-evaluation process that is highly dependent on success. Similarly, Ellis (2002) 
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conceptualized perfectionism as an irrational belief that perfection absolutely must be obtained 
rather than simply wanting to be perfect or enjoying being perfect. Early investigations tended to 
employ various unidimensional perfectionism measures, such as the Burns Perfectionism Scale 
(Burns, 1980) or the perfectionism subscales of the Eating Disorder Inventory (Garner, 
Olmstead, & Polivy, 1983). 
1.1.1. Multidimensional Perfectionism 
Conceptualizations of perfectionism have evolved significantly in the 1990s, with a 
growing body of research demonstrating that perfectionism is best studied within a 
multidimensional framework (e.g., Frost et al., 1990; Hewitt & Flett, 1991b; Hill et al., 2004; 
Slaney, Rice, Mobley, Trippi, & Ashby, 2001). With the exception of a few researchers who 
favour a unitary construct that focuses on the clinical aspects of perfectionism (e.g., Shafran, 
Cooper, & Fairburn, 2002), most contemporary researchers have adopted a multidimensional 
conceptualization of perfectionism in light of considerable evidence demonstrating the construct 
validity of multidimensional perfectionism measures and strong support showing that different 
dimensions of perfectionism often have distinct functional consequences (Hewitt & Flett, 1991b; 
Stöeber & Otto, 2006). For example, various facets of perfectionism have been shown to have 
opposing relationships with indicators of psychological adjustment and maladjustment (Stöeber 
& Otto, 2006). However, there is still significant debate concerning what dimensions best define 
the core facets of perfectionism. 
One of the first researchers to diverge from a unidimensional conceptualization of 
perfectionism was Hamachek (1978), who differentiated between two distinct types of 
perfectionism: a positive form which he labelled as “normal perfectionism” whereby individuals 
are able to take pleasure in the pursuit of high standards and enjoy their success when attained 
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versus a negative form referred to as “neurotic perfectionism” in which individuals are 
excessively concerned about meeting very high standards and feel like a failure otherwise. 
Similarly, Slade and Owens (1998) proposed a dual process model that distinguished between 
“positive” and “negative” perfectionism. These authors asserted that positive perfectionism is 
driven by a desire for success and achievement of goals (i.e., positive reinforcement), whereas 
negative perfectionism involves the pursuit of perfection as a function of avoiding negative 
consequences and failure (i.e., negative reinforcement). According to Slade and Owens’ (1998) 
model, adaptive perfectionists tend to set realistic and attainable standards, are satisfied when 
they achieve success, and therefore remain optimistic about achieving success in the future. 
Conversely, maladaptive perfectionists are more likely to set unachievable goals and rarely 
experience feelings of satisfaction when goals are achieved due to their fear of future failure. 
Furthermore, adaptive perfectionists are driven by the pursuit towards their ideal self, while 
maladaptive perfectionists are motivated by the desire to avoid their feared self (Slade & Owens, 
1998). 
There have been three predominating multidimensional models of trait perfectionism and 
associated multidimensional measures. Frost et al. (1990) defined perfectionism as comprised of 
six core dimensions: 1) Personal Standards (setting high standards); 2) Concern over Mistakes 
(negative reactions to mistakes and perceiving mistakes as failures); 3) Doubts about Actions 
(doubting one’s own performance); 4) Parental Expectations (the belief that one’s parents set 
standards that one could not meet); 5) Parental Criticism (the belief that one’s parents are overly 
critical in response to unmet standards); and 6) Organization (a tendency to overemphasize 
precision, order, and organization). The Frost Multidimensional Perfectionism Scale (MPS) is a 
35-item measure developed from theoretically based items and items taken from existing 
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measures of perfectionism (Burns Perfectionism Scale; Burns, 1980), eating disorder 
psychopathology (Eating Disorders Inventory Perfectionism subscale; Garner et al., 1983) and 
obsessive-compulsive disorder symptomatology (Maudsley Obsessional Compulsive Inventory; 
Hodgson & Rachman, 1977). The Frost MPS has been demonstrated to have good internal 
consistency, as well as convergent, discriminant, and construct validity in both clinical and 
nonclinical samples (Enns & Cox, 2002; Frost, Heimberg, Holt, Mattia, & Neubauer, 1993; Frost 
& Steketee, 1997; Purdon, Antony, & Swinson, 1999). 
Another widely used model of perfectionism was published by Hewitt and Flett (1991a) 
who differentiated three forms of perfectionism: 1) Self-Oriented Perfectionism (a tendency to 
set demanding standards for oneself and to stringently evaluate and criticize one’s own 
behaviour); 2) Socially Prescribed Perfectionism (perceptions or beliefs that significant others 
hold unrealistic expectations and that it is important to meet the high standards of others); and 3) 
Other-Oriented Perfectionism (having high standards for other people and to stringently evaluate 
and criticize the behaviour of others). The Hewitt-Flett MPS (Hewitt & Flett, 1991b) is a 45-item 
scale that includes one subscale designed to assess aspects of perfectionism directed towards the 
self (self-oriented perfectionism), as well as two subscales to evaluate the interpersonal 
dimensions of perfectionism (socially prescribed perfectionism and other-oriented 
perfectionism). The Hewitt-Flett MPS has been shown to have good internal consistency, 
convergent and discriminant validity, and predictive validity in a wide range of psychiatric 
diagnoses (Enns & Cox, 2002; Hewitt & Flett, 1991b; Hewitt, Flett, Turnbull-Donovan, & 
Mikail, 1991). 
Lastly, Slaney and colleagues developed the Almost Perfect Scale-Revised (APS-R; 
Slaney, Mobley, Trippi, Ashby, & Johnson, 1996; Slaney et al., 2001) in an effort to assess both 
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positive and negative features of perfectionism, especially with regard to their implications for 
therapy. According to their model, perfectionism is composed of three dimensions: 1) Standards 
(the high standards one sets for oneself); 2) Discrepancy (the discrepancy between one’s 
perceived standards and one’s actual performance); and 3) Order (a personal preference for order 
and organization). According to Slaney et al. (2001), the Discrepancy subscale represents the 
more maladaptive components of perfectionism, whereas the Standards and Order subscales are 
believed to reflect aspects of adaptive perfectionism. The APS-R has been shown to have 
adequate reliability, and evidence supporting that the scale is measuring two well-defined forms 
of perfectionism has been demonstrated (Ashby & Rice, 2002; Slaney et al., 2001). 
1.1.2. Perfectionistic Strivings and Perfectionistic Concerns 
Although each of these models and accompanying measures of trait perfectionism 
continue to be widely used in the field, contemporary research has indicated that two underlying 
higher order dimensions of perfectionism consistently emerge across the most widely used 
perfectionism measures (e.g., Frost MPS, Frost et al., 1990; Hewitt-Flett MPS, Hewitt & Flett, 
1991b; and APS-R, Slaney et al., 2001): perfectionistic strivings and perfectionistic concerns 
(Cox, Enns, & Clara, 2002; Dunkley, Blankstein, Halsall, Williams, & Winkworth, 2000; Frost 
et al., 1993; Stöeber & Otto, 2006). Perfectionistic strivings (also called personal standards 
perfectionism, Dunkley et al., 2000) refers to the propensity to set excessively high personal 
standards that are often unrealistic in nature and to demand nothing less than perfection from 
oneself. Indicators of perfectionistic strivings include the Personal Standards subscale of the 
Frost MPS, the Self-Oriented Perfectionism subscale from the Hewitt-Flett MPS, and the 
Standards subscale from the APS-R. Perfectionistic concerns (also called evaluative concerns or 
self-critical perfectionism, Dunkley et al., 2000; Dunkley, Zuroff, & Blankstein, 2003) include 
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extremely critical appraisals of one’s own behaviour, excessive preoccupations with others’ 
evaluations, expectations, and criticisms, the perception that one is not meeting personal 
standards, undue reactions to perceived failures, and an inability to gain satisfaction even when 
one is successful in an endeavour. Subscales tapping this dimension include Concern over 
Mistakes, Parental Expectations, Parental Criticism, and Doubt about Actions from the Frost 
MPS, Socially Prescribed Perfectionism from the Hewitt-Flett MPS, and Discrepancy from the 
APS-R. 
Despite evidence that correlations between perfectionistic strivings and perfectionistic 
concerns range from moderate to high (e.g., r = 0.58 to 0.72, Dunkley, Blankstein, & Berg,  
2012; r = 0.69, Hill et al., 2004; r = .45 to .60, Stöeber & Otto, 2006), the two factors also show 
differential, and often contrasting, patterns of relationships with various positive and negative 
outcomes. There is consistent evidence that perfectionistic concerns are associated with a variety 
of characteristics, processes, and outcomes indicative of psychological maladjustment such as 
neuroticism (Dunkley et al., 2012; Stumpf & Parker, 2000), negative affect (Chang, Watkins, & 
Banks, 2004; Frost et al., 1993), maladaptive coping styles (Dunkley et al., 2000), greater 
psychopathology (DiBartolo, Li, & Frost, 2008; Enns & Cox, 2005; Hewitt et al., 1998; Norman, 
Davies, Nicholson, Cortese, & Malla, 1998; Sassaroli et al., 2008; Shafran & Mansell, 2001), as 
well as poorer health and well-being (Chang, 2000, Dunkley et al., 2003; Molnar, Sadava, Flett, 
& Colautti, 2012).  
In contrast, perfectionistic strivings have been associated with characteristics, processes, 
and outcomes indicative of psychological adjustment, such as higher levels of conscientiousness 
and achievement striving (Dunkley et al., 2012; Stumpf & Parker, 2000), active coping styles 
(Dunkley et al., 2000; Stöeber & Otto, 2006), and with indicators of subjective well-being and 
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good psychological adjustment, including positive affect and satisfaction with life (Bergman, 
Nyland, & Burns, 2007; Bieling, Israeli, Smith, & Antony, 2003; Chang et al., 2004; Frost et al., 
1993; Stöeber & Otto, 2006), as well as better physical health (Molnar, Reker, Culp, Sadava, & 
DeCourville, 2006). Despite this, it is important to note that perfectionistic strivings have not 
been solely related to positive outcomes. A number of studies have found perfectionistic 
strivings to be associated with symptoms of depression and anxiety (Egan et al., 2011; Handley, 
Egan, Kane, & Rees, 2014; Hewitt & Flett, 1991a), obsessive-compulsive disorder (Antony 
et al., 1998; Buhlmann, Etcoff, & Wilhelm, 2008; Frost & Steketee, 1997; Sassaroli et al., 2008), 
eating disorder pathology (Bardone-Cone et al., 2007), and poorer physical health (Fry & 
Debats, 2011; Molnar et al., 2012). The adaptiveness of perfectionistic strivings remains unclear 
due to several heavily debated questions, including differing conceptualizations in the impact of 
perfectionistic strivings on the relationship between perfectionistic concerns and psychological 
outcomes (Gaudreau, 2013; Gaudreau & Thompson, 2010; Rice & Ashby, 2007; Stöeber, 2012; 
Stöeber & Otto, 2006), and whether to control for the shared variance of perfectionistic concerns 
when investigating perfectionistic strivings (Hill, 2014, 2017; Powers, Koestner, Zuroff, 
Miyavskaya, & Gorin, 2011; Smith & Saklofske, 2017; Stöeber & Gaudreau, 2017). 
Evidence demonstrating the two higher-order factors and their differential relationships to 
psychological adjustment and well-being led to a practice whereby researchers gave the two 
dimensions labels with evaluative implications, such as adaptive and maladaptive perfectionism, 
healthy and unhealthy perfectionism, positive and negative perfectionism, and functional and 
dysfunctional perfectionism. However, this practice has been discouraged due to arguments that 
the use of evaluative classifications entangle the subtypes of perfectionism with their expected 
outcomes (i.e., healthy perfectionism is inherently healthy) (Gaudreau, 2013). Rather, the 
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question of whether, and to what degree, the two dimensions are adaptive (healthy, positive, 
functional) or maladaptive (unhealthy, negative, dysfunctional) should be an empirical question 
(Gaudreau, 2013). Instead, the two-factor model of perfectionism differentiating perfectionistic 
strivings and perfectionistic concerns represents an important framework for understanding how 
perfectionism can be adaptive and maladaptive. 
There is ongoing debate regarding whether perfectionistic strivings are unproblematic 
(Dunkley, Sanislow, Grilo, & McGlashan,, 2006), can buffer negative effects of perfectionistic 
concerns (Gaudreau, 2015; Gaudreau & Thompson, 2010), and are correlated with positive 
outcomes (Stöeber and Otto, 2006), or whether they are a risk factor for psychological 
malfunctioning and contribute to negative outcomes (Smith, Sherry, et al., 2016; Smith, Sherry, 
Chen, et al., 2018). Furthermore, some researchers have argued that no dimensions of 
perfectionism are positive (Flett & Hewitt, 2006; Greenspon, 2000). Moreover, some research 
has suggested that the extent to which perfectionistic strivings are associated with adaptive or 
maladaptive outcomes is moderated by perfectionistic concerns such that perfectionistic strivings 
are adaptive when perfectionistic concerns are low, and maladaptive when perfectionistic 
concerns are high (Rice & Ashby, 2007; Stöeber, 2012; Stöeber & Otto, 2006). 
While the other existing definitions of perfectionism and the measures derived from these 
conceptualizations have significantly advanced the understanding of perfectionism, the 
Comprehensive Model of Perfectionistic Behaviour proposed by Hewitt, Flett, and Mikail (2017) 
provides a conceptualization of perfectionism that captures a holistic perfectionistic personality 
configuration that integrates both intrapersonal and interpersonal elements expressed at different 
experiential levels. In particular, given its emphasis on relational aspects of perfectionism, it was 
the preferred definition of perfectionism to focus on in the presented research. 
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1.2. A Comprehensive Model of Perfectionistic Behaviour 
Hewitt et al. (2017) proposed a Comprehensive Model of Perfectionistic Behaviour 
(CMPB) that is based on over 30 years of research and clinical work. In this model, 
perfectionism is regarded as a multifaceted and multilevel personality style that can operate at 
various levels for an individual. Specifically, Hewitt et al. (2017) described that perfectionistic 
behaviour can function at (1) a dispositional level in the form of perfectionism traits, which 
reflects the need or requirement to be perfect, either for the self or for others; (2) a relational 
level in the form of perfectionistic self-presentation, which reflects a drive to appear to be perfect 
to others by either promoting one’s purported perfection or concealing any imperfections; and 
(3) a self-relational or intrapersonal level of perfectionism in the form of perfectionistic 
cognitions, which reflects the relationship one has with oneself regarding one’s need for and lack 
of perfection. 
1.2.1. Trait Perfectionism 
Trait perfectionism refers to the dispositional components that direct and predispose 
individuals towards various aspects of perfectionistic behaviour. The three trait components of 
perfectionism proposed by Hewitt and Flett (1991a) are thought to be relatively independent, and 
each dimension is differentially associated with various kinds of psychopathology and 
maladaptive outcomes (Flett & Hewitt, 2002). However, this does not mean that the traits should 
be considered only in isolation. There is considerable evidence suggesting that interactions 
between two or more perfectionism traits can not only provide an important understanding of the 
nature of outcomes (Gaudreau, 2012; Gaudreau & Thompson, 2010; Gaudreau & Verner-Filion, 
2012; Powers et al., 2011; Powers, Milyavskaya, & Koestner, 2012), but also aid in 
understanding individuals who display complex manifestations of perfectionism. 
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1.2.1.1. Self-Oriented Perfectionism 
Self-oriented perfectionism is a trait dimension focused on exceptionally high personal 
standards and the excessive striving associated with trying to attain these standards (Hewitt & 
Flett, 1991b, 2004). It is a trait dimension whereby perfectionistic behaviour that derives from 
the self is directed toward the self (Hewitt & Flett, 2004).  
1.2.1.2. Socially Prescribed Perfectionism 
Socially prescribed perfectionism involves the perception or belief that others demand 
perfection of the self (Hewitt & Flett, 1991b, 2004). With socially prescribed perfectionism, the 
drive for perfection stems from overtly interpersonal sources, such as family members, friends, 
colleagues, strangers, or general societal pressures to be perfect. 
1.2.1.3. Other-Oriented Perfectionism 
Other-oriented perfectionism is a trait dimension that involves holding unrealistic beliefs 
about and expectations of others (Hewitt & Flett, 1991b, 2004). This interpersonal trait 
component of perfectionism results in perfectionistic behaviour that is externally directed toward 
others. Individuals with higher levels of other-oriented perfectionism require others to attain 
perfection or to function at some perfect level, and are critical of them for not achieving 
impossible expectations. 
1.2.2. Perfectionistic Self-Presentation 
Perfectionistic self-presentation is viewed as a process component of the perfectionism 
construct in the interpersonal context, and reflects the drive to appear to others as if one is perfect 
(Hewitt et al., 2003). In other words, the three trait dimensions of perfectionism characterize 
what people have in terms of perfectionism, whereas perfectionistic self-presentation represents a 
dynamic interpersonal style that involves the need to display one’s perfection or conceal one’s 
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imperfection. As such, the perfectionism traits can be thought of as internal motivators that drive 
and direct perfectionistic behaviour, while perfectionistic self-presentation deals with the 
interpersonal expression of perfectionistic personality; however, it is also the case that 
individuals may not have elevated levels of trait perfectionism, but may simply attempt to 
present themselves interpersonally as perfect. 
1.2.2.1. Perfectionistic Self-Promotion 
The first facet of perfectionistic self-presentation is perfectionistic self-promotion, which 
involves the active promotion of an image of perfection to others (Hewitt et al., 2003). 
Individuals with higher levels of this interpersonal style are driven by the need to be viewed as 
perfect and actively portray themselves in a perfect manner, including positive qualities, 
accomplishments, successes, and abilities. 
1.2.2.2. Nondisplay of Imperfection 
Nondisplay of imperfection involves an interpersonal stance of extreme concern over any 
behaviour that could be judged by others as imperfect or as reflective of the individual’s 
imperfections (Hewitt et al., 2003). Individuals with higher levels of the nondisplay of 
imperfection will avoid situations where one’s behaviour is under scrutiny of or evaluation by 
others, as well as ones where any perceived shortcomings, mistakes, or inabilities may be 
revealed. 
1.2.2.3. Nondisclosure of Imperfection 
Nondisclosure of imperfection involves a tendency to avoid verbally communicating any 
shortcomings, imperfections, or mistakes for fear of being negatively evaluated (Hewitt et al., 
2003). Individuals with higher levels of perfectionistic nondisclosure will generally avoid verbal 
admissions of perceived inadequacies and mistakes, as well as personal disclosures, such as 
 
 
14 
 
revealing one’s thoughts, emotions, or any other personal information. 
1.2.3. Perfectionism Cognitions 
Lastly, there are perfectionism cognitions, which reflect the intrapersonal or self-
relational components of perfectionism, and involve one’s internal dialogue and tendency to 
experience automatic thoughts involving perfectionistic themes (Flett, Hewitt, Blankstein, & 
Gray, 1998; Hewitt & Genest, 1990). Flett et al. (1998) have suggested that these automatic 
cognitions arise when a perfectionistic individual experiences a discrepancy between the actual 
self and the ideal self. While the other components of the CMPB are stable and dispositional, the 
cognitive component can be viewed as more state-like given that they are partly a reflection of 
current concerns and daily life experiences, and can be triggered in a variety of contexts. 
However, perfectionistic cognitions may also reflect personality processes and chronic activation 
of cognitive processes. 
1.2.4. Summary 
In summary, the CMPB is a conceptualization of perfectionism that involves three major 
components believed to be essential to the overall perfectionism construct: perfectionism traits, 
self-presentational facets, and automatic thoughts about the self. Each component has unique 
elements that contribute to the overall construct. As such, perfectionism can function at different 
levels and in different ways such that individuals are likely to express varying constellations of 
the trait dimensions, self-presentational facets, and cognitions. For example, while some 
individuals may score highly on one particular trait dimension (e.g., self-oriented perfectionism) 
or self-presentational facet (e.g., nondisclosure of imperfection), others may score highly on all 
dimensions. The three components of the CMPB are considered to be overlapping but 
independent aspects of perfectionism. While the traits, self-presentational facets, and automatic 
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cognitions are significantly associated with one another, the components have also been shown 
to predict unique variance in outcomes (Besser, Flett, & Hewitt, 2010; Flett et al., 1998; Flett & 
Hewitt, 2002; Flett, Hewitt, Whelan, & Martin, 2007; Hewitt et al., 2003; MacKinnon & Sherry, 
2012). 
 
1.3. The Perfectionism Social Disconnection Model 
The Perfectionism Social Disconnection Model (PSDM; Hewitt et al., 2006; Hewitt et al., 
2017) is an integrative theoretical framework that describes how perfectionism generates 
psychological distress, dysfunction, and psychopathology. Using the definition of perfectionism 
as conceptualized in the CMPB, the PSDM outlines the specific mechanisms and processes 
involved in the maladaptive outcomes attributed to and associated with perfectionism. The 
PSDM suggests that perfectionism is associated with interpersonal characteristics and behaviours 
that make it difficult for perfectionists to connect with others. Consequently, individuals with 
higher levels of perfectionism may experience significant levels of social disconnection (i.e., 
feeling rejected, excluded, and unwanted by others), which then leads to the wide variety of 
maladaptive and negative outcomes that have been associated with perfectionism. 
According to the PSDM, perfectionism is driven by underlying and excessive relational 
needs such as needs to be accepted, to matter, and to belong, as well as to avoid rejection, 
ridicule, and abandonment (Hewitt et al., 2017). It is proposed that perfectionism develops in 
response to and as a means of securing a connection to others. However, the requirement for 
perfection or appearance of perfection often evokes an internal state of interpersonal sensitivity 
to rejection, or results in off-putting behaviours in social interactions. As a consequence, the 
perfectionistic individual experiences a variety of interpersonal complications, resulting in 
significant distress. 
 
 
16 
 
Numerous studies have shown that perfectionism is associated with a range of 
interpersonal problems, including loneliness, lower perceived social support, greater 
interpersonal conflicts, daily interpersonal hassles, marital difficulties, relationship dissolution, 
interpersonal hostility, disagreeableness, a tendency to ruminate about negative interpersonal 
events, reports of more frequent negative social feedback, and fears of rejection, abandonment, 
and actually being disliked by others (e.g., Hewitt et al., 2006; Hewitt, Habke, Lee-Baggley, 
Sherry, & Flett, 2008; Mackinnon et al., 2012; Molnar et al., 2012; Mushquash & Sherry, 2012; 
Nepon et al., 2011; Sherry & Hall, 2009; Sherry, Mackinnon, Fossum, et al., 2013; Ye, Rice, & 
Storch, 2008). Collectively, these studies suggest a significant relationship between 
perfectionism and reduced levels of social connection. Overall, people higher in perfectionism 
appear to engage in interpersonally aversive behaviours and extreme social appraisals that hinder 
the development of stable and supportive relationships. 
Accordingly, the PSDM identifies two overarching mediational pathways by which 
perfectionism may lead to negative outcomes: subjective social disconnection and objective 
social disconnection (see Figure 1). Subjective disconnection refers to the psychological 
experience of isolation or detachment from others. This subjective disconnection is thought to 
arise as a result of perfectionists’ tendency to be highly sensitive to cues of interpersonal 
rejection (Flett, Besser, & Hewitt, 2014; Flett, Hewitt, & De Rosa, 1996; Hewitt & Flett, 1991b), 
such that they are more likely to experience perceived rejection, and thus feel unsupported and 
lonely. Objective social disconnection, which refers to actual deficits or problems in 
relationships with others, is thought to occur as a result of the aversive behaviours that 
perfectionists express in their relationships (Habke & Flynn, 2002; Haring et al., 2003; Hill, 
Zrull, & Turlington, 1997). 
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Figure 1. The Perfectionism Social Disconnection Model. Reproduced from Hewitt, P. L., Flett, G. L., & Mikail, S. F. (2017). 
Perfectionism: A relational approach to conceptualization, assessment, and treatment. New York, NY: Guilford Press. 
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As shown in Figure 1, both paths of the PSDM are thought to generate maladaptive 
outcomes for individuals with higher levels of perfectionism (including emotional distress, 
mental health symptoms that can deteriorate into psychiatric disorders, and physical health 
problems) because disconnection, actual or perceived, generates intense self-conscious affect 
(shame, humiliation) and an internal dialogue (self-criticism, self-censure) that reflects an 
underlying feeling of defectiveness and unworthiness. Psychological turmoil that results from 
social disconnection can involve the intensification of shame and humiliation, and also limit self-
acceptance and self-compassion, and leave individuals feeling disconnected from both 
themselves as well as others. 
Several full mediational tests of the PSDM have been published. Support for the 
subjective disconnection path of the model has been demonstrated, with the strongest support for 
depressive outcomes. For example, Dunkley and colleagues (2000) found that daily hassles, 
avoidant coping, and perceived social support were all unique mediators that explained the 
relationship between evaluative concerns and psychological distress in a university sample of 
443 students. In a cross-sectional study of 222 undergraduates, Sherry, Law, Hewitt, Flett, & 
Besser (2008) showed that perceived social support partially mediated the relationship between 
socially prescribed perfectionism and depressive symptoms. However, socially prescribed 
perfectionism was not associated with levels of actual received social support, suggesting that the 
internal experience of disconnection may be more important in predicting depressive symptoms 
than actual level of support. 
Studies using clinical populations have also demonstrated support for the subjective 
disconnection path of the PSDM. In a study of 144 patients with major depressive disorder, 
Shahar, Blatt, Zuroff, Krupnick, and Sotsky (2004) found that pre-treatment levels of self-critical 
 
 
19 
 
perfectionism led to reduced quality of the patient’s social network (fewer and lower quality 
relationships) and impairments in the therapeutic alliance, which in turn predicted poorer 
treatment outcomes for depression. In a two-wave longitudinal study of 96 clinical patients, 
Dunkley and colleagues (2006) showed that self-critical perfectionism was related to depressive 
symptoms three years later through a number of maladaptive tendencies, including negative 
perceptions of social support, negative social interactions, and avoidant coping. 
Various other forms of social disconnection have been found to mediate the relationship 
between perfectionism and depressive symptoms, including personality-dependent interpersonal 
stressors (Cox, Clara, & Enns, 2009), perceived negative social feedback (Nepon et al., 2011), 
and interpersonal discrepancies (Sherry, Mackinnon, Fossum, et al., 2013; Sherry, Mackinnon, 
Macneil, & Fitzpatrick, 2013). In addition, social disconnection has also been studied using 
indicators of mattering to others (feeling of being important to others), which has been found to 
mediate the link between perfectionism and psychological distress in a manner consistent with 
the PSDM (Cha, 2016; Flett, Galfi-Pechenkov, Molnar, Hewitt, & Goldstein, 2012). Goya Arce 
and Polo (2017) demonstrated that the relationship between perfectionistic self-presentation and 
depressive symptoms is mediated sequentially through both social anxiety and loneliness among 
an ethnic minority youth sample. In a two-wave longitudinal study, socially prescribed 
perfectionism was shown to confer vulnerability for depressive symptoms five months later via 
interpersonal discrepancies and social hopelessness (Smith, Sherry, McLarnon, et al., 2018). 
Smith, Sherry, Mushquash, et al. (2017) used a daily diary design with longitudinal follow-up in 
a sample of 218 mother-daughter dyads and found that daughters’ socially prescribed, daughters’ 
self-oriented perfectionism, and mothers’ other-oriented perfectionism were indirectly associated 
with increased depressive symptoms in daughters through social self-esteem. 
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The PSDM has also been applied to a wide variety of psychopathological outcomes, such 
as suicide risk, anxiety, and eating disorders. For instance, in a three-wave, three-week 
longitudinal study of 200 undergraduate women, concern over mistakes was found to have an 
indirect effect on binge eating through increased interpersonal discrepancies and decreased 
interpersonal esteem (Mackinnon et al., 2011). Roxborough et al. (2012) found support for the 
PSDM using social hopelessness as a marker of subjective social disconnection in a cross-
sectional sample of 152 children and adolescent psychiatric outpatients. Results showed that 
social hopelessness mediated the link between suicide risk and interpersonal measures of 
perfectionism (socially prescribed perfectionism and perfectionistic self-presentation). In 
addition, an association between socially prescribed perfectionism and problematic use of 
internet communicative services was found to be meditated by the fear of being negatively 
evaluated and the perception of low social support among undergraduate men; however, 
perceived social support was not found to be a significant meditator among women (Casale, 
Fioravanti, Flett, & Hewitt, 2014). Lastly, Molnar et al. (2012) showed that socially prescribed 
perfectionism was associated with poorer physical health, and this relationship was mediated by 
higher levels of perceived stress and lower levels of perceived social support in an undergraduate 
sample of 538 students. 
While most studies of the PSDM model have used indicators of subjective disconnection, 
support for the link between perfectionism and objective social disconnection is growing. In the 
study by Roxborough and colleagues (2012) examining subjective disconnection and suicide 
risk, all three facets of perfectionistic self-presentation were also linked to suicide risk with the 
experience of being bullied acting as a marker of objective disconnection. Results showed that 
being bullied acted as a partial mediator between all three facets of perfectionistic self-
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presentation and suicide risk. In a set of two 28-day longitudinal studies with couples, 
Mackinnon and colleagues (Mackinnon, Kehayes, Leonard, Fraser, & Stewart, 2017; Mackinnon 
et al., 2012) demonstrated that objective interpersonal disconnection in the form of dyadic 
conflict (i.e., a latent variable comprising social negativity from both partners) mediated the 
relationships between dyadic perfectionistic concerns and both depressive symptoms and 
subjective well-being. 
1.3.1. Limitations in the Literature 
Although investigators have studied the PSDM for over a decade, there are still many 
limitations in the existing literature. For example, there is still debate surrounding the unique 
relationships of the three forms of trait perfectionism with indicators of social disconnection. 
While it has been proposed that the PSDM should apply to all perfectionism traits, suggesting 
that all forms of perfectionism should lead to social disconnection and interpersonal difficulties 
(Hewitt et al., 2017; Sherry, MacKinnon, & Gautreau, 2016), a review of the literature does not 
fully support these assertions. For example, Sherry et al. (2008) found that both self-oriented 
perfectionism and other-oriented perfectionism had no relationship with perceived social support 
or received social support. Similarly, a longitudinal study over a five-month period found that 
interpersonal discrepancies and social hopeless were not significant mediators between self-
oriented perfectionism and depression, or other-oriented perfectionism and depression (Smith, 
Sherry, McLarnon, et al., 2018). Moreover, Stöeber, Noland, Mawenu, Henderson, and Kent 
(2017) argued that self-oriented perfectionism does not show consistent associations indicative 
of social disconnection, and challenged the suggestion that the PSDM applies to all forms of 
perfectionism. 
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In addition, the majority of studies testing the PSDM has focused primarily on trait 
perfectionism (in particular, socially prescribed perfectionism), and do not generally incorporate 
the self-presentational facets of perfectionism despite theoretical and empirical evidence 
proposing that these components represent the interpersonal expression of perfectionism, and 
have important social consequences. Moreover, longitudinal tests of the PSDM are rare (for 
exceptions, see Dunkley et al., 2006; Sherry, Mackinnon, Fossum, et al., 2013; Smith, Sherry, 
Mushquash, et al., 2017; Smith, Sherry, McLarnon, et al., 2018). 
 
1.4. An Overview of the Current Study 
The research to be presented in this dissertation consists of three studies based on the 
Perfectionism Social Disconnection Model in contributing to mental health outcomes. An 
overview of the models being tested in this dissertation is presented in Figure 2. 
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Social Disconnection 
- Sense of Relatedness (Study 1) 
- Perceived Social Support (Study 2 & 3) 
- Received Social Support (Study 2 & 3) 
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- Other-Oriented Perfectionism 
 
 
Perfectionistic Self-Presentation 
(Study 2 & 3) 
- Perfectionistic Self-Promotion 
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- Nondisclosure of Imperfection  
 
    
 
 
Psychological Distress 
(Study 1, 2, & 3) 
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Figure 2. An overview of the mediation models tested in Studies 1, 2, and 3. 
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The goals of the current project are to advance understanding of the interpersonal 
mechanisms through which various aspects of perfectionism confer risk for psychological 
distress. The first study will examine the longitudinal impacts of trait perfectionism and sense of 
relatedness on the variance in change in psychological distress after controlling for baseline 
levels to confirm and clarify previous findings that have demonstrated that subjective social 
disconnection mediates the relationship between perfectionism and psychological distress. While 
a few longitudinal studies of the PSDM have been conducted, the majority of studies have 
focused primarily on socially prescribed perfectionism without examining the unique 
relationships of all three dimensions of trait perfectionism, and there is still some debate 
regarding whether or not the PSDM can be applied to all forms of perfectionism. The research 
objectives of Study 1 include examining the associations between trait perfectionism (self-
oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism) and 
an indicator of social connection (sense of relatedness), as well as investigating whether these 
variables predict psychological distress at a later time. 
The current project also aims to extend previous research by examining the components 
of trait perfectionism and perfectionistic self-presentation from Hewitt and colleagues’ (2017) 
Comprehensive Model of Perfectionistic Behaviour, and their relationships with indicators of 
social disconnection in contributing to psychological outcomes. The second and third study will 
investigate the influence of trait perfectionism and perfectionistic self-presentation with 
indicators of social disconnection on outcomes of depression and psychological distress in a 
sample of undergraduate students (Study 2), as well as a sample of university students in 
medicine and law (Study 3) that may be vulnerable to perfectionistic tendencies related to the 
competitive nature of their academic program. The objectives of Study 2 and 3 include 
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examining the associations among trait perfectionism (self-oriented perfectionism, socially 
prescribed perfectionism, and other-oriented perfectionism), perfectionistic self-presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection), 
and various indicators of social connection (perceived social support, received social support, 
and loneliness), as well as investigating whether these variables predict outcomes of depression 
and psychological distress. 
Direct comparisons between the student populations in Study 2 and 3 will also be 
explored. Both medical and law students represent academically selected and achievement 
oriented individuals. Therefore, it was hypothesized that law students and medical students may 
be particularly vulnerable to perfectionistic tendencies related to the competitive nature of their 
academic program, and thus, may report higher levels of perfectionism compared to the 
undergraduate sample. 
In the following chapters, the results of Study 1 (Chapter 2), Study 2 (Chapter 3), and 
Study 3 (Chapter 4) are presented. Lastly, the broader empirical and clinical implications of this 
research, its limitations, and directions for future research are discussed in Chapter 5. 
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Chapter 2 
2. Study One 
The present study examined the longitudinal impacts of trait perfectionism and sense of 
relatedness on the variance in change in psychological outcomes after controlling for baseline 
levels. Based on the Perfectionism Social Disconnection Model (Hewitt et al., 2017), the purpose 
of the study was to investigate the role of individuals’ sense of relatedness in mediating the 
relationship between trait perfectionism and psychological distress. Studies have consistently 
shown that socially prescribed perfectionism is positively associated with measures of social 
disconnection, which in turn leads to increased levels of depression and potentially other 
negative emotional outcomes (e.g., Casale et al., 2014; Molnar et al., 2012; Roxborough et al., 
2012; Sherry et al., 2008; Smith, Sherry, McLarnon, et al., 2018; Smith, Sherry, Mushquash, et 
al., 2017). With regard to self-oriented perfectionism and other-oriented perfectionism, there is 
mixed evidence for the mediating role of social disconnection as either nonsignificant (Sherry et 
al., 2008; Smith, Sherry, McLarnon, et al., 2018) or even potentially beneficial (Stöeber et al., 
2017). 
The purpose of Study 1 was to extend earlier studies and to investigate the relationships 
between the three dimensions of trait perfectionism, social disconnection, and psychological 
distress. In general, it was hypothesized that sense of relatedness would mediate the associations 
between trait perfectionism and psychological distress, and that these relationships would remain 
significant after controlling for baseline symptoms. This mediational hypothesis was examined 
across the three components of trait perfectionism (self-oriented perfectionism, socially 
prescribed perfectionism, and other-oriented perfectionism) in predicting psychological distress. 
The proposed mediational model suggests that trait perfectionism would be negatively associated 
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with sense of relatedness, which in turn would lead to higher levels of psychological distress. 
Specifically, it was hypothesized that sense of relatedness would mediate the relationship 
between socially prescribed perfectionism and psychological distress. Conversely, although 
informed by theoretical models (Sherry et al., 2016; Hewitt et al., 2017), given the mixed 
evidence for the association between self-oriented perfectionism and social disconnection, as 
well as the association between other-oriented-perfectionism and social disconnection, the 
mediational effects of social disconnection for these two dimensions of trait perfectionism were 
considered to be more exploratory. 
 
2.1. Method 
This study was part of a broader longitudinal pilot project investigating the impact of 
resiliency and various emotional, social, and academic factors on university student success. The 
present study utilized two phases from the broader project, with phase one taking place in 
September 2016 and phase two taking place from the end of November and through December 
2016. 
2.1.1. Participants 
A sample of undergraduate students was recruited via the Psychology Research 
Participation Pool. The sample consisted of 289 participants who completed Time 1 (mean age = 
18.00 years old, SD = 1.42; 227 female), and 114 participants who completed both Time 1 and 
Time 2 (mean age = 17.83 years old, SD = 0.66; 96 female). 93.4% of the sample was in their 
first year of undergraduate study. The ethnicity of the sample was 42.9% Caucasian/European, 
31.8% East Asian, 9% South Asian, 4.1% West Asian, 2.4% Southeast Asian, 1.4% Black, 0.3% 
Latin American, and 7.3% Mixed. Three participants preferred not to disclose their ethnicity. 
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2.1.2. Measures 
Participants were administered the following self-report questionnaires at both time 
points. 
2.1.2.1. Trait Perfectionism 
Trait perfectionism was measured using the Big Three Perfectionism Scale (BTPS; 
Smith, Saklofske, Stöeber, & Sherry, 2016). The BTPS is a 45-item instrument designed to 
assess ten core perfectionism facets. Only three perfectionism facets examining self-oriented 
perfectionism, socially prescribed perfectionism, and other-oriented perfectionism were used in 
this study. The subscale measuring self-oriented perfectionism consists of five items (e.g., “I 
strive to be as perfect as possible”); the socially prescribed perfectionism subscale consists of 
four items (e.g., “Everyone expects me to be perfect”); and the other-oriented perfectionism 
subscale consists of five items (e.g., “I expect those close to me to be perfect”). Responses were 
rated on a 5-point Likert-type scale ranging from 1 (Strongly Disagree) to 5 (Strongly Agree), 
with higher scores indicating greater levels of perfectionism. Each subscale has been shown to 
have good internal consistency, with Cronbach’s alphas of α = .89 for self-oriented 
perfectionism, α = .83 for socially prescribed perfectionism, and α = .90 for other-oriented 
perfectionism (Smith, Saklofske, et al., 2016). 
2.1.2.2. Sense of Relatedness 
Sense of relatedness was measured using items from the Resiliency Scale for Young 
Adults (RSYA; Prince-Embury, Saklofske, & Nordstokke, 2017). The Sense of Relatedness 
factor consists of four 5-item subscales including trust (e.g., “I can be myself around others”), 
comfort with others (e.g., “I like people”), support (e.g., “There are people who will help me if 
something bad happens”), and tolerance (e.g., “If people let me down, I can forgive them”). 
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Responses were rated on a 5-point Likert-type scale ranging from 0 (Never) to 4 (Almost 
Always). A total mean score was used by averaging scores across all four subscales, with higher 
scores indicating greater sense of relatedness. This factor has been shown to have good internal 
consistency, with alpha coefficients of .84 to .91 (Prince-Embury et al., 2017; Wilson et al., 
2018, 2019). 
2.1.2.3. Psychological Distress 
Psychological distress was measured using the 21-item short form of the Depression, 
Anxiety, and Stress Scale (DASS-21; Lovibond & Lovibond, 1995). This measure consists of 
three 7-item subscales assessing depression (e.g., “I felt down-hearted and blue”), anxiety (e.g., 
“I felt I was close to panic”), and stress (e.g., “I found it difficult to relax”). Participants 
responded to items using a 4-point Likert-type scale ranging from 0 (Did not apply to me at all) 
to 3 (Applied to me very much, or most of the time) to indicate the extent to which they 
experienced symptoms over the past week. A total mean score was used by averaging scores 
across all three subscales, with higher scores indicating greater levels of psychological distress. 
Research supports the reliability and validity of the DASS-21 with Cronbach’s alphas ranging 
from α = .88-.94 for the depression subscale, α = .80-.87 for the anxiety subscale, and α = .84-.91 
for the stress subscale in clinical and nonclinical samples (Antony, Bieling, Cox, Enns, & 
Swinson, 1998; Clara, Cox, & Enns, 2001; Henry & Crawford, 2005; Lovibond & Lovibond, 
1995; Norton, 2007; Page, Hooke, & Morrison, 2007; Osman et al., 2012; Sinclair et al., 2012). 
2.1.3. Procedure 
The present study was approved by Western University’s Research Ethics Board 
(NMREB #107823). Participants were recruited from the Psychology Research Participation 
Pool and directed to the online study hosted through the Qualtrics survey platform. All students 
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who had access to the research participation pool system were eligible to participate. Participants 
provided informed consent before completing the study measures. Following the completion of 
the online study, participants were debriefed and compensated with one research credit for 
completing phase one of the study and another 0.5 credit for completing phase two to help satisfy 
course requirements for research participation. 
 
2.2. Results 
2.2.1. Data Screening 
Standard data screening procedures were conducted to assess for skewness, kurtosis, 
multivariate outliers, and multicollinearity. Analysis of missing data was performed on all major 
non-demographic variables in the dataset, excluding computed total scores. 0.05% of data points 
were missing from Time 1, whereas 60.56% of data points were missing from Time 2; however, 
this was primarily due to the significant participant dropout at Time 2 (e.g., only 39.4% of 
participants from Time 1 completed Time 2). When examining the overall data from participants 
who completed both Time 1 and Time 2 (n = 114), 0.024% of data points were missing. In 
general, listwise deletion was used for analyses. 
Univariate normality was assessed by evaluating the skewness and kurtosis of all major 
study variables. Variables with absolute skew index values greater than |2.00| are considered 
extreme and tend to impact means (Byrne, 2012; Kline, 2011). Variables with kurtosis index 
values greater than 5.00 have been shown to affect tests of variance and covariance (Byrne, 
2012; Kline, 2011). Descriptive statistics showed no indications of significant skewness or 
kurtosis for any of the measured variables that would violate normality assumptions (refer to 
Tables 1 and 2). 
The presence of multivariate outliers was assessed by computing the Mahalanobis 
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distance statistic (D2) for each case to detect extreme scores or non-normal score patterns. A D2 
for a case with a significant p value (p < .001) is considered indicative of the presence of outliers 
in the data (Kline, 2011). One case was found to have D2 with p < .001 and was removed from 
data analysis. 
Collinearity and multicollinearity were assessed in order to determine whether there was 
significant similarity between the independent variables (Kline, 2011). Collinearity was 
evaluated by examining the correlations between all the predictor variables used in data analysis, 
with a correlation of r = |.80| used to indicate high collinearity. No correlation exceeded this cut-
off. Multicollinearity was evaluated using the Variance Inflation Factor (VIF). A variable with a 
VIF > 10 is considered to be redundant (Kline, 2011). There was no evidence of multicollinearity 
in the data set. 
2.2.2. Preliminary Analyses 
The means, standard deviations, alpha reliabilities, skew index, and kurtosis index for all 
major study variables are presented in Table 1 (Time 1 data for all 289 participants) and Table 2 
(Time 1 and Time 2 data for 114 participants who completed both Time 1 and 2). Alpha 
reliabilities for all measures were adequate (with the majority being α ≥ .80) and were consistent 
with past research findings. 
 
Table 1. Descriptive statistics for Study 1 variables at Time 1 for all participants 
 
 Mean SD α Skewness Kurtosis 
1. Self-Oriented Perfectionism 3.16 0.85 .83 0.03 -0.53 
2. Socially Prescribed Perfectionism 2.70 0.86 .79 0.36 -0.42 
3. Other-Oriented Perfectionism  2.08 0.74 .85 0.57 -0.12 
4. Sense of Relatedness 2.75 0.53 .90 -0.36 0.04 
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5. Depressive Symptoms 0.82 0.72 .89 0.83 -0.08 
6. Anxiety Symptoms 0.84 0.67 .81 0.90 0.34 
7. Stress Symptoms 1.02 0.68 .85 0.55 -0.28 
8. Psychological Distress 
(DASS-21 Total Score) 
0.89 0.62 .94 0.77 0.19 
Note. N = 289 participants. Scores for subscales of trait perfectionism were computed as means 
across items (individual items may range from 1 to 5); Total scores for sense of relatedness was 
computed as the mean across items (individual items may range from 0 to 4); Scores for 
psychological distress were computed as means across items (individual items may range from 0 
to 3). 
 
Table 2. Descriptive statistics for Study 1 variables at Time 1 and Time 2 for participants who 
completed both Time 1 and 2 
 
 Mean SD α Skewness Kurtosis 
1. Time 1 Self-Oriented Perfectionism  3.19 0.92 .87 0.22 -0.75 
2. Time 2 Self-Oriented Perfectionism 3.12 0.97 .88 0.14 -0.79 
3. Time 1 Socially Prescribed Perfectionism 2.66 0.90 .81 0.51 -0.22 
4. Time 2 Socially Prescribed Perfectionism 2.61 0.90 .84 0.21 -0.69 
5. Time 1 Other-Oriented Perfectionism  2.09 0.78 .86 0.55 -0.14 
6. Time 2 Other-Oriented Perfectionism  2.04 0.82 .89 0.72 0.17 
7. Time 1 Sense of Relatedness 2.75 0.55 .89 -0.35 -0.10 
8. Time 2 Sense of Relatedness 2.73 0.62 .93 -0.37 -0.21 
9. Time 1 Depressive Symptoms 0.85 0.75 .89 0.76 -0.23 
10. Time 2 Depressive Symptoms 0.97 0.80 .90 0.78 -0.21 
11. Time 1 Anxiety Symptoms 0.83 0.68 .83 0.93 0.46 
12. Time 2 Anxiety Symptoms 0.81 0.74 .86 1.18 0.96 
13. Time 1 Stress Symptoms 1.12 0.72 .86 0.53 -0.37 
14. Time 2 Stress Symptoms 1.10 0.77 .88 0.48 -0.33 
15. Time 1 Psychological Distress 
(Time 1 DASS-21 Total Score) 
0.93 0.66 .94 0.86 0.44 
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16. Time 2 Psychological Distress 
(Time 2 DASS-21 Total Score) 
0.96 0.71 .95 0.80 0.23 
Note. N = 114 participants. Scores for subscales of trait perfectionism were computed as means 
across items (individual items may range from 1 to 5); Total score for sense of relatedness was 
computed as the mean across items (individual items may range from 0 to 4); Scores for 
psychological distress were computed as means across items (individual items may range from 0 
to 3). 
 
A series of independent samples t-tests were also conducted in order to investigate 
possible sex differences among the variables of interest. Significant sex differences were found 
regarding stress levels measured at Time 1, t(287.00) = -2.06, p = .04, with women reporting 
higher levels of stress (M = 1.07, SD = .67) than men (M = .87, SD = .68). No other sex 
differences were found for trait perfectionism, sense of relatedness, or symptoms of depression 
and anxiety at either time points. Tests of significance using Bonferroni adjusted alpha levels of 
.0071 per test (using an alpha of .05 across 7 variables) showed no sex differences. 
2.2.3. Correlational Analyses 
2.2.3.1. Time 1 Correlations for All Participants 
Table 3 displays the bivariate correlations among trait perfectionism (self-oriented 
perfectionism, socially prescribed perfectionism, and other-oriented perfectionism), sense of 
relatedness, and psychological distress (symptoms of depression, anxiety, and stress) at Time 1 
across all participants (n = 289). Self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism were all moderately and positively related to each other (rs 
ranging from .43 to .56, ps < .001). The three trait dimensions of perfectionism had weak to 
moderate negative correlations with sense of relatedness (rs ranging from -.18 to -.27, ps < .05). 
Furthermore, self-oriented perfectionism, socially prescribed perfectionism, and other-oriented 
perfectionism were shown to have weak to moderate positive associations with symptoms of 
depression, anxiety, and stress (rs ranging from .16 to .34, ps < .05). In addition, sense of 
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relatedness was negatively correlated with symptoms of psychological distress (rs ranging from -
.36 to -.50, ps < .001). 
 
Table 3. Bivariate correlations for Study 1 variables at Time 1 for all participants 
  
 1 2 3 4 5 6 7 8 
1. Self-Oriented Perfectionism 1.00        
2. Socially Prescribed Perfectionism .56** 1.00       
3. Other-Oriented Perfectionism  .43** .44** 1.00      
4. Sense of Relatedness -.19** -.27** -.18* 1.00     
5. Depressive Symptoms .21** .34** .17* -.51** 1.00    
6. Anxiety Symptoms .20** .34** .16* -.38** .72** 1.00   
7. Stress Symptoms .28** .33** .17* -.41** .71** .73** 1.00  
8. Psychological Distress 
(DASS-21 Total Score) 
.26** .37** .19** -.48** .90** .90** .90** 1.00  
Note. N = 289 participants; ** p < .001 level; * p < .05 level 
 
2.2.3.2. Time 1 and Time 2 Correlations for Participants who Completed Phase One and 
Phase Two 
Table 4 displays the correlations among trait perfectionism (self-oriented perfectionism, 
socially prescribed perfectionism, and other-oriented perfectionism), sense of relatedness, and 
psychological distress (symptoms of depression, anxiety, and stress) at Time 1 and Time 2 
specifically for study participants who completed both phases one and two (n = 114). Self-
oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism were 
all moderately and positively related to each other at both time points (rs ranging from .40 to .60, 
ps < .001). In general, the three trait dimensions of perfectionism had weak to moderate negative 
correlations with sense of relatedness at Time 1 and Time 2 (rs ranging from -.19 to -.30, ps < 
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.05), however, the relationship between other-oriented perfectionism and sense of relatedness 
was non-significant at Time 2. In addition, self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism were generally shown to have moderate positive 
associations with symptoms of depression, anxiety, and stress at both time points (rs ranging 
from .24 to .49, ps < .05), however, the relationship between other-oriented perfectionism and 
depressive symptoms was non-significant at Time 2. Moreover, sense of relatedness was 
negatively correlated with symptoms of psychological distress at Time 1 and Time 2 (rs ranging 
from -.38 to -.60, ps < .001). 
 
Table 4. Bivariate correlations for Study 1 variables for participants who completed both Time 1 
and 2 
 
 1 2 3 4 5 6 7 8 
1. Self-Oriented Perfectionism - .58** .46** -.28* .32** .30** .45** .39** 
2. Socially Prescribed Perfectionism .60** - .50** -.30* .39** .38** .49** .46** 
3. Other-Oriented Perfectionism  .40** .44** - -.12 .14 .21* .24* .21* 
4. Sense of Relatedness -.27* -.30** -.19* - -.51** -.38** -.46** -.49** 
5. Depressive Symptoms .43** .43** .30** -.60** - .73** .80** .92** 
6. Anxiety Symptoms .38** .38** .30** -.53** .79** - .82** .91** 
7. Stress Symptoms .40** .35** .24* -.51** .79** .77** - .94** 
8. Psychological Distress 
(DASS-21 Total Score) 
.43** .41** .30** -.57** .93** .91** .93** - 
Note. N = 114 participants; Time 1 data is presented below the diagonal and Time 2 data is 
presented above the diagonal; ** p < .001 level; * p < .05 level. 
 
Overall, the correlational results at Time 2 were generally consistent with findings from 
Time 1, although some significant correlations with other-oriented perfectionism became non-
significant at Time 2. In addition, the correlational results for Time 1 were consistent between 
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study participants who completed both phases one and two (n = 114) and study participants who 
only completed phase one (n = 289). Supplementary correlational analyses between variables 
across Time 1 and Time 2 are included in Appendix B for additional analyses of missing data 
patterns. Results showed that the stability between Time 1 and Time 2 scores were acceptable.  
Given the high correlations among symptoms of depression, anxiety, and stress (rs ≥ .70), 
a total DASS-21 score was used as an overall measure of psychological distress. Self-oriented 
perfectionism, socially prescribed perfectionism, and other-oriented perfectionism were shown to 
have weak, positive associations with the total DASS-21 score of psychological distress at both 
time points (rs ranging from .21 to .46, ps < .001). In addition, psychological distress was 
negatively correlated with sense of relatedness at Time 1 and Time 2 (rs ranging from -.49 to -
.57, ps < .001). 
2.2.4. Mediation Analyses 
Mediation analyses were conducted to examine the relationship between perfectionism 
traits (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented 
perfectionism) and sense of relatedness in predicting psychological distress. The hypothesis that 
sense of relatedness mediates the relationship between trait perfectionism and psychological 
distress was assessed by examining the significance of indirect effects. Using bias-corrected 
bootstrapping, a total of 1000 replications were run in Mplus Version 7 (Muthén & Muthén, 
1998–2012). If the 95% bias-corrected bootstrapped confidence interval for an indirect effect 
does not contain zero within its upper and lower bounds, it suggests mediation. 
Mediation analyses tested a model examining the relationship between trait perfectionism 
(self-oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism) 
and sense of relatedness in predicting psychological distress (see Table 5 and Figure 3). Path 
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analyses revealed significant indirect effects between socially prescribed perfectionism measured 
at Time 1 and psychological distress assessed at Time 2 that was partially mediated by sense of 
relatedness measured at Time 1 (β = .061, p = .010, 95% CI [.015, .107] for the specific indirect 
effect, and β = .257, p = .031, 95% CI [.023, .492] for the direct effect). However, these effects 
were no longer significant when controlling for the effects of psychological distress at Time 1 on 
psychological distress at Time 2. For self-oriented perfectionism, the standardized regression 
coefficients was β = .000, p = .975, 95% CI [-.012, .012] for the specific indirect effect, and β = 
.006, p = .945, 95% CI [-.163, .175] for the direct effect. For socially prescribed perfectionism, 
the standardized regression coefficients was β = .001, p = .951, 95% CI [-.032, .034] for the 
specific indirect effect, and β = .191, p = .071, 95% CI [-.016, .398] for the direct effect. For 
other-oriented perfectionism, the standardized regression coefficients was β = .000, p = .968, 
95% CI [-.015, .016] for the specific indirect effect, and β = -.072, p = .324, 95% CI [-.216, .071] 
for the direct effect. Therefore, there were no significant indirect or direct effects found in this 
model. 
Supplementary analyses testing individual mediational models for outcomes of 
depression, anxiety, and stress are included in Appendix C. There were no significant indirect or 
direct effects found in the models for depression, anxiety, and stress when controlling for the 
effects of baseline symptoms at Time 1 on baseline symptoms at Time 2. 
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Table 5. Bootstrapping total, indirect, and direct effects and confidence intervals (CI) for the Study 1 mediation model examining trait 
perfectionism, sense of relatedness, and psychological distress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented 
Perfectionism .006 -.162 .175 .006 -.163 .175 .000   -.012 .012 
Socially 
Prescribed 
Perfectionism 
.192 -.015 .399 .191 -.016 .398 .001 -.032 .034 
Other-Oriented 
Perfectionism -.072 -.214 .070 -.072 -.216 .071 .000 -.015 .016 
Time 1 
Psychological 
Distress 
   .575      
Note. The mediation pathway involves trait perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-
oriented perfectionism) at Time 1, sense of relatedness at Time 1, and psychological distress at Time 2, controlling for psychological 
distress at Time 1. 
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Figure 3. Study 1 mediation model examining trait perfectionism (self-oriented perfectionism, 
socially prescribed perfectionism, and other-oriented perfectionism) at Time 1 (Independent 
Variables), sense of relatedness at Time 1 (Mediator), predicting psychological distress at Time 
2 (Dependent Variables), while controlling for psychological distress at Time 1. 
 
Note: SOP = Self-Oriented Perfectionism, SPP = Socially Prescribed Perfectionism, OOP = Other-Oriented 
Perfectionism 
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2.3. Discussion 
The purpose of this study was to test a model based on the Perfectionism Social 
Disconnection Model (Hewitt et al., 2017) which proposes that perfectionism confers 
vulnerability for psychological distress through social disconnection. Specifically, it was 
hypothesized that sense of relatedness would mediate the relationship between socially 
prescribed perfectionism and psychological distress. The mediational effects of social 
disconnection for self-oriented perfectionism and other-oriented-perfectionism were considered 
to be more exploratory. 
Preliminary correlational analyses were conducted at Time 1 and Time 2 to examine 
associations among the variables of interest. In general, self-oriented perfectionism and socially 
prescribed perfectionism were negatively correlated with sense of relatedness, indicating that 
holding high personal standards as well as the perception or belief that others demand perfection 
are associated with feeling disconnected to other people. In addition, self-oriented perfectionism 
and socially prescribed perfectionism were positively correlated with symptoms of depression, 
anxiety, and stress. This shows that demanding perfection of oneself or perceiving this demand 
from others is associated with higher levels of self-reported psychological distress. Results for 
other-oriented perfectionism were less consistent across time points. Other-perfectionism was 
negatively associated with sense of relatedness only at Time 1, and was positively correlated 
with symptoms of psychological distress at Time 1; however, other-oriented perfectionism was 
no longer significantly related to depressive symptoms at Time 2. This is in line with findings 
that other-oriented perfectionism shows inconsistent associations with depressive symptoms 
(Chen, Hewitt, & Flett, 2017). 
Mediation analyses that tested a model examining the relationships between trait 
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perfectionism and sense of relatedness in predicting psychological distress showed that socially 
prescribed perfectionism was associated with greater psychological distress three months later, 
and that negative perceptions of relatedness partially mediated the link between perfectionism 
and psychological distress. This is consistent with previous findings that have demonstrated that 
the relationship between socially prescribed perfectionism and depression is mediated by various 
indicators of subjective disconnection (e.g., Casale et al., 2014; Molnar et al., 2012; Roxborough 
et al., 2012; Sherry et al., 2008; Smith, Sherry, McLarnon, et al., 2018; Smith, Sherry, 
Mushquash, et al., 2017). 
However, the relationship between socially prescribed perfectionism and psychological 
distress was no longer significant when controlling for the residualized change of baseline 
symptoms at Time 1 on psychological distress at Time 2. This may have been due to a number of 
factors. For example, there was significant participant dropout at Time 2 such that only 39.4% of 
participants from phase one completed phase two (n = 114). As a result, the lack of statistical 
power may have contributed to the non-significant mediational findings when baseline 
symptoms of psychological distress were controlled for. For example, Fritz and MacKinnon 
(2007) used empirical approaches to determine the necessary sample sizes for 0.8 statistical 
power to detect a mediated effect, and found that to detect small effect size values of the α path 
(representing the relation of the independent variable to the mediator) or β path (representing the 
relation of the mediator to the dependent variable adjusted for the independent variable) required 
a sample size of approximately 462 for bias-corrected bootstrap mediation analyses. 
Another factor that may have impacted the non-significant findings once Time 1 
symptoms were accounted for was the measurement interval used in the study, which was three 
months between Time 1 and Time 2. Previous longitudinal studies that demonstrated significant 
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effects between perfectionism and depression had time durations ranging from weekly 
measurement intervals to three years (Dunkley et al., 2006; Sherry, Mackinnon, Fossum, et al., 
2013; Smith et al., 2017; Smith, Sherry, McLarnon, et al., 2018). This variability in duration 
between measurement periods has made it challenging to draw conclusions across longitudinal 
studies. For example, some studies have allowed several years to elapse between measurement 
points (e.g., Dunkley et al. 2006), which may be potentially too long a duration given that major 
life events can lead to improvements or deteriorations in psychological functioning. 
Measurement intervals may be an important factor to consider in longitudinal studies. 
Furthermore, the severity of self-reported psychological distress were in the mild to moderate 
range, which limits the amount of change in psychological distress across the two time points, 
and results in a restricted range of scores that can be accounted for in the mediation analyses. 
The present study provided a longitudinal test of the PSDM to advance understanding of 
the interpersonal mechanisms through which perfectionism confers vulnerability for 
psychological distress. While most studies testing the PSDM have focused exclusively on 
socially prescribed perfectionism, this study investigated the unique relationships that all three 
forms of trait perfectionism show with indicators of social disconnection. The findings from this 
study did not find evidence supporting the PSDM with self-oriented perfectionism or other-
oriented perfectionism. While the PSDM has been theoretically described to apply to all three 
forms of trait perfectionism, few studies have tested a mediational model examining the 
contribution of all three forms to social disconnection and psychological distress. A recent study 
by Smith, Sherry, McLarnon, and colleagues (2018) that did test the PSDM using self-oriented 
and other-oriented perfectionism as covariates found non-significant effects of self-oriented 
perfectionism and other-oriented perfectionism on follow-up depressive symptoms via 
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interpersonal discrepancies and social hopelessness. 
The findings from the present study complement existing research suggesting that 
interpersonal problems may be more relevant to the relationship between socially prescribed 
perfectionism and psychological distress. For example, theoretical and empirical findings have 
proposed that people higher on socially prescribed perfectionism are concerned with attaining 
perfection as a means of securing acceptance, support, love, and a sense of belonging, or of 
avoiding rejection and abandonment (Flett et al., 2002; Hewitt et al. 2006). However, since 
perfection is impossible to achieve, such individuals remain in a continual state of 
disappointment and failure that contributes to feeling socially disconnected. Research has shown 
that socially prescribed perfectionists tend to perceive others as dissatisfied with them and 
disappointed in them (Smith, Sherry, McLarnon, et al., 2018). This can lead such individuals to 
become avoidant and less engaged in social interaction, reduce or eliminate social connection 
with others, or establish and maintain only superficial relations with others, all of which 
perpetuate and exacerbate levels of social disconnection. This is consistent with the findings 
from the present study showing that individuals who evaluate their worth in terms of the extent 
to which they meet the perceived expectations of significant others may feel socially 
disconnected with others, which in turn lead to higher levels of psychological distress. 
Given that longitudinal tests of the PSDM are rare, the findings from this study are an 
important contribution to the PSDM literature that is largely dominated by cross-sectional 
studies. Furthermore, this study incorporated a variety of outcomes related to psychological 
distress beyond depression, which has primarily been the focus of study in previous studies 
testing the PSDM (e.g., Cox et al., 2009; Dunkley et al. 2006; Nepon et al., 2011; Shahar et al., 
2004; Sherry et al., 2008, 2013; Smith, Sherry, McLarnon, et al., 2018).  
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Chapter 3 
3. Study Two 
The present study examined the influence of trait perfectionism, perfectionistic self-
presentation, and various indicators of social disconnection in predicting mental health 
outcomes. Based on the Perfectionism Social Disconnection model (PSDM; Hewitt et al., 2017), 
the purpose of the study was to confirm past findings of the role of social disconnection in 
mediating the relationship between trait perfectionism and outcomes of depression and 
psychological distress, as well as extend these findings to investigate the role of social 
disconnection in mediating the relationship between perfectionistic self-presentation and 
psychological outcomes in a university sample. 
The PSDM suggests that individuals with higher levels of perfectionism are more likely 
to feel socially disconnected to others, which make them vulnerable to experiencing depression 
and psychological distress. Social support and loneliness were hypothesized to capture core 
aspects of the social disconnection proposed in the PSDM, and have been supported by both 
conceptual and empirical evidence as being associated with perfectionism and psychological 
outcomes. Thus, social support (perceived and received) and feelings of loneliness were 
proposed as three potential pathways that may mediate the associations between perfectionism 
and outcomes of depression and psychological distress. 
 
3.1. Social Support 
Social support is regarded as an important protective factor that buffers the impact of 
stressful experiences. Social support is conceptualized as both the perception and actuality that 
one is cared for and valued, as well as having the availability of people on whom to rely. 
Perceived social support refers to the belief that help is available if needed, and has been widely 
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acknowledged as playing a protective role between stress and psychological well-being (Calvete 
& Connor-Smith, 2006; Cassel, 1976; Cobb, 1976; Cohen & Wills, 1985; Holt & Espelage, 
2005; Nicolas, 2009). Extensive research has demonstrated the role of perceived social support 
in predicting reduced mortality and physical health outcomes (Cohen, 2003; House, Landis, & 
Umberson, 2003; Thoits, 2011; Uchino, Cacioppo, & Kiecolt-Glaser, 1996; Umberson & 
Montez, 2010), as well as lower levels of psychological distress (Krause, Liang, & Gu, 1998; 
Ystgaard, Tambs, & Dalgard, 1999). 
While measures of perceived support capture an individual’s appraisal of support, 
irrespective of whether or not they have received such support, measures of received support 
(also referred to as actual or enacted social support) focus on specific, supportive actions that a 
person reports as having actually been given by others in some specified time period. Measures 
of received support typically rely less on subjective judgments of quality and instead focus on 
the occurrence or frequency of more objectively determined actions. Research on perceptions of 
support availability and reports of received support are not always strongly intercorrelated and 
have been shown to have different patterns of relationships with mental health, physical health, 
and personality (Barrera, 1986; Dunkel-Schetter & Bennett, 1990; Haber, Cohen, Lucas, & 
Baltes, 2007; Sandler & Barrera, 1984; Sarason, Shearin, Pierce, & Sarason, 1987; Uchino, 
2009; Vinokur, Schul, & Caplan, 1987; Wills & Shinar, 2000). 
Research has shown that perfectionism is associated with low levels of perceived social 
support (Barnett & Johnson, 2016; Zhou, Zhu, Zhang, & Cai, 2013), and that perceived social 
support mediates the link between perfectionism and psychological distress (Dunkley et al., 
2000; Dunkley et al., 2006; Sherry et al., 2008) as well as perfectionism and physical health 
(Molnar et al., 2012). To date, only one study has examined the role of received support (Sherry 
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et al., 2008) and did not find significant associations with trait perfectionism (self-oriented 
perfectionism, socially prescribed perfectionism, and other-oriented perfectionism). 
 
3.2. Loneliness 
Loneliness has been defined as the subjective perception and experience of being isolated 
and disconnected from others (Russell, Peplau, & Cutrona, 1980). Loneliness has been identified 
as a risk factor for various psychiatric conditions (Cacioppo, Hughes, Waite, Hawkley, & 
Thisted, 2006; Cacioppo, Hawkley, & Thisted, 2010; Fontaine et al., 2009; Joiner, 2005; 
Mounts, Valentiner, Anderson, & Boswell, 2006; Peplau, Russell, & Heim, 1979; Russell, 
Cutrona, Rose, & Yurko, 1984; Segrin, 1998; Weiss, 1973), as well as physiological and health 
outcomes (Cacioppo et al., 2002; Caspi, Harrington, Moffitt, Milne, & Poulton, 2006; Cornwell 
& Waite, 2009; Kiecolt-Glaser et al., 1984; Lynch, 1977). A number of studies have shown that 
perfectionism is associated with feelings of loneliness (Chang, 2013; Chang, Hirsch, Sanna, 
Jeglic, & Fabian, 2011; Muyan & Chang, 2015), and that loneliness mediates the link between 
perfectionism and depressive symptoms (Goya Arce & Polo, 2017; Sherry et al., 2012). 
 
3.3. The Present Study 
The purpose of Study 2 was to investigate the relationships between trait perfectionism, 
perfectionistic self-presentation, measures of social disconnection, and outcomes of depression 
and psychological distress. In general, it was hypothesized that indicators of social disconnection 
would mediate the associations between perfectionism and depression, as well as the associations 
between perfectionism and psychological distress. This mediational hypothesis was examined 
across the three components of trait perfectionism (self-oriented perfectionism, socially 
prescribed perfectionism, and other-oriented perfectionism), three dimensions of perfectionistic 
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self-presentation (perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay 
of imperfection), with potential mediating variables of three indicators of social disconnection 
(perceived social support, received social support, and loneliness) in predicting outcomes of 
depression and psychological distress. The proposed mediational model suggests that trait 
perfectionism and perfectionistic self-presentation would be positively associated with social 
disconnection, which in turn would lead to higher levels of depression and psychological 
distress. Three mediational pathways through perceived social support, received social support, 
and feelings of loneliness were tested. 
Specifically, it was hypothesized that perceived social support and feelings of loneliness 
would mediate the relationship between socially prescribed perfectionism and outcomes of 
depression and psychological distress, as well as the relationships between facets of 
perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection) and outcomes of depression and psychological distress. Given 
the findings from Study 1 and the inconsistent associations in the literature between self-oriented 
perfectionism and social disconnection, as well as between other-oriented-perfectionism and 
social disconnection, the mediational effects of social disconnection for these two dimensions of 
trait perfectionism were considered to be exploratory. In addition, given that only one study has 
examined the relationship between perfectionism and received social support, the mediational 
effects of received social support were also regarded as more exploratory. 
 
3.4. Method 
3.4.1. Participants 
A sample of undergraduate students was recruited via the Psychology Research 
Participation Pool. Participants were 667 undergraduate students (24.0% male, 75.3% female, 
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0.4% other). The average age was 18.42 years (SD = 1.44). The ethnicity of the sample was 
52.8% Caucasian/European, 37.2% Asian, 1.8% Black/African, 1.8% Middle Eastern, 1.0% 
South Asian, 1.0% Latin American, .9% Aboriginal/First Nations, 1.5% Mixed, and 1.9% Other. 
3.4.2. Measures 
Participants were administered the following self-report questionnaires in a system-
randomized order. 
3.4.2.1. Trait Perfectionism 
Trait perfectionism was measured using the Multidimensional Perfectionism Scale 
(Hewitt-Flett MPS; Hewitt & Flett, 1991b). The Hewitt-Flett MPS is comprised of three 15-item 
subscales assessing self-oriented perfectionism (e.g., “When I am working on something, I 
cannot relax until it is perfect”), socially prescribed perfectionism (e.g., “I find it difficult to meet 
others’ expectations of me”), and other-oriented perfectionism (e.g., “Everything that others do 
must be of top-notch quality”). Responses were rated on a 7-point Likert-type scale ranging from 
1 (Strongly Disagree) to 7 (Strongly Agree), with higher scores indicating greater levels of trait 
perfectionism. The validity and reliability of the Hewitt-Flett MPS have been well-established in 
both clinical and non-clinical samples (Enns & Cox, 2002; Flett & Hewitt, 2015; Hewitt & Flett, 
1991b, 2004), with alpha coefficients ranging from .86 to .89 for self-oriented perfectionism, .86 
to .87 for socially prescribed perfectionism, and .79 to .87 for other-oriented perfectionism in 
student samples (Hewitt & Flett, 1991b, 2004). 
3.4.2.2. Perfectionistic Self-Presentation 
Perfectionistic self-presentation was measured using the Perfectionistic Self-Presentation 
Scale (PSPS; Hewitt et al., 2003). The PSPS is a 27-item instrument comprised of three 
subscales measuring perfectionistic self-promotion (e.g., “I try always to present a picture of 
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perfection”), nondisplay of imperfection (e.g., “I judge myself based on the mistakes I make in 
front of other people”), and nondisclosure of imperfection (e.g., “It is okay to admit mistakes to 
others”). Responses were rated on a 7-point Likert-type scale ranging from 1 (Strongly Disagree) 
to 7 (Strongly Agree), with higher scores indicating greater levels of perfectionistic self-
presentation. Evidence supports the validity and reliability of the PSPS (Hewitt et al., 2003). It 
has been demonstrated to have good internal consistency, with alpha coefficients ranging from 
.84 to .89 for perfectionistic self-promotion, .83 to .91 for nondisplay of imperfection, and .72 to 
.86 in university student samples (Hewitt et al., 2003). 
3.4.2.3. Perceived Social Support 
Perceived social support was assessed using The Social Provisions Scale (SPS; Cutrona 
& Russell, 1987). The SPS is a 24-item scale consisting of 4-item subscales assessing six 
dimensions of perceived social support: attachment (emotional closeness from which one derives 
a sense of security; e.g., “I feel a strong emotional bond with at least one other person”), social 
integration (a sense of belonging that stems from sharing similar interests, values or ideas; e.g., 
“I feel part of a group of people who shares my attitudes and beliefs”), reassurance of worth 
(feeling important to or recognized by others due to one’s competence, skills, and value; e.g., “I 
do not think other people respect my skills and abilities”), reliable alliance (assurance that others 
can be counted on in times of stress; e.g., “There are people I can depend on to help me if I really 
need it”), guidance (receiving advice and/or information; e.g., “There is someone I could talk to 
about important decisions in my life”), and opportunity for nurturance (the sense that others rely 
upon him/her for their well-being; e.g., “There is no one who really relies on me for their well-
being”). Responses were rated on a 4-point Likert-type scale ranging from 1 (Strongly Disagree) 
to 4 (Strongly Agree). A total mean score was used by averaging scores across all six subscales, 
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with higher scores indicating greater levels of perceived social support. Vogel and Wei (2005) 
reported reliability estimates that ranged from .60 to .83 for the subscale scores. Estimates of 
internal consistency for the total social provision score have ranged from .83 to .92 (Cutrona & 
Russell, 1987; Green, Furrer, & McAllister, 2007; Green, Furrer, & McAllister, 2011; Vogel & 
Wei, 2005). 
3.4.2.4. Received Social Support 
Received social support was measured using the Inventory of Socially Supportive 
Behaviours (ISSB; Barrera, Sandler, & Ramsay, 1981). The ISSB consists of 40 items designed 
to assess how often individuals received various forms of assistance during the preceding month 
(e.g., “Comforted you by showing you some physical affection,” “Suggested some action that 
you should take”). Participants were asked to rate the frequency of each item on 5-point Likert-
type scale ranging from 1 (Not at all) to 5 (About every day). A total mean score was used, with 
higher scores indicating greater levels of received social support. Research supports the 
reliability and validity of the ISSB (Barrera & Ainlay, 1983; Barrera et al., 1981, Finch et al., 
1997; Haber, Cohen, Lucas, & Baltes, 2007), with alpha coefficients ranging from .92 to .94 
(Barrera et al., 1981; Barrera & Ainlay, 1983; Cohen & Hoberman, 1983; Stokes & Wilson, 
1984). 
3.4.2.5. Loneliness 
Loneliness was measured using the Revised UCLA Loneliness Scale (UCLA-R; Russell 
et al., 1980). This measure consists of 20 items designed to assess subjective feelings of 
loneliness and feelings of social isolation (e.g., “I lack companionship”). Responses were rated 
on a 4-point Likert-type scale ranging from 1 (Never) to 4 (Often). A total mean score was used, 
with higher scores indicating greater feelings of loneliness. The scale has been demonstrated to 
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have sufficient concurrent and discriminant validity (Russell et al., 1980). Vassar and Crosby 
(2008) utilized reliability generalization across 62 studies to provide an aggregate estimate of the 
UCLA-R and found a mean alpha coefficient of .87. 
3.4.2.6. Depression 
Depressive symptoms were measured using the Beck Depression Inventory (BDI-II; 
Beck, Steer, & Garbin, 1988). The BDI-II is a 21-item measure in which participants rated their 
level of depressive symptoms on a 4-point scale ranging from 0 (an item reflecting no depressive 
symptoms; e.g., “I do not feel sad”) to 3 (an item reflecting severe depressive symptoms; e.g., “I 
am so sad and unhappy that I can’t stand it”). A total mean score was used, with higher scores 
indicating greater depressive symptoms. There is significant evidence supporting the predictive, 
convergent, discriminant, and incremental validity of the BDI-II (e.g., Beck et al., 1988; Wang & 
Gorenstein, 2013; Wei, Mallinckrodt, Russell, & Abraham, 2004). In a review of 118 studies, the 
BDI-II was demonstrated to have good internal consistency with reliabilities ranging from .83 to 
.96 (Wang & Gorenstein, 2013). 
3.4.2.7. Psychological Distress 
Psychological distress was measured using the 21-item short form of the Depression, 
Anxiety, and Stress Scale (DASS-21; Lovibond & Lovibond, 1995). This measure consists of 
three 7-item subscales assessing depression (e.g., “I felt down-hearted and blue”), anxiety (e.g., 
“I felt I was close to panic”), and stress (e.g., “I found it difficult to relax”). Participants 
responded to items using a 4-point Likert-type scale ranging from 0 (Did not apply to me at all) 
to 3 (Applied to me very much, or most of the time) to indicate the extent to which they 
experienced symptoms during the past month. A total mean score was used by averaging scores 
across all three subscales, with higher scores indicating greater levels of psychological distress. 
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Extensive research supports the reliability and validity of the DASS-21 with alpha coefficients 
ranging from α = .88-.94 for the depression subscale, α = .80-.87 for the anxiety subscale, and α 
= .84-.91 for the stress subscale in clinical and nonclinical samples (Antony et al., 1998; Clara et 
al., 2001; Henry & Crawford, 2005; Lovibond & Lovibond, 1995; Page et al., 2007; Osman et 
al., 2012; Sinclair et al., 2012). 
3.4.3. Procedure 
The present study was approved by Western University’s Research Ethics Board 
(NMREB #108641). Undergraduate students were recruited from the Psychology Research 
Participation Pool and directed to the online study hosted through the Qualtrics survey platform. 
All students who had access to the research participation pool system were eligible to participate. 
Participants provided informed consent before completing the study measures. Following the 
completion of the online study, participants were debriefed and compensated with one research 
credit for their participation.  
 
3.5. Results 
3.5.1. Data Screening 
Initial data screening procedures included excluding participants who had completed the 
study in 10 minutes or under. This time limit was based on the assumption that it is not feasible 
to complete the study in that time, given that an estimated completion time provided by the 
hosted survey platform was approximately 32 minutes. In addition, participants with completion 
times that were over 15 hours were excluded. Participants whose progress was incomplete were 
also excluded. 
Furthermore, based on suggestions by Meade and Craig (2012), participants who were 
identified as careless responders were subsequently removed from the sample. Specifically, these 
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participants incorrectly responded to at least two of three attentional check items (e.g. “Respond 
‘Strongly disagree’ to this item”), or responded “no” when asked at the end of the study whether 
their data should be used in analyses. From a total of 810 participants, 141 participants were 
removed for time related issues, incomplete progress, or careless responding. 
Standard data screening procedures were conducted to assess for skewness, kurtosis, 
multivariate outliers, and multicollinearity. Analysis of missing data was performed on all major 
non-demographic variables in the dataset, excluding computed total scores. 0.37% of data points 
were missing. In general, listwise deletion was used for analyses. 
Univariate normality was assessed by evaluating the skewness and kurtosis of all major 
study variables. Descriptive statistics showed no indications of significant skewness or kurtosis 
for any of the measured variables that would violate normality assumptions (refer to Table 6). In 
terms of multivariate outliers, two cases were found to have a Mahalanobis distance statistic of p 
< .001 and were removed from data analysis. No indications of collinearity were found when 
examining the correlations between all the predictor variables involved in data analysis, with a 
correlation of r = |.80| used as the cut-off. Lastly, there was no evidence of multicollinearity in 
the dataset based on the Variance Inflation Factor (VIF). 
3.5.2. Preliminary Analyses 
The means, standard deviations, alpha reliabilities, skew index, and kurtosis index for all 
major study variables are presented in Table 6. Alpha reliabilities for all measures were adequate 
(with the majority being α ≥ .80) and were generally consistent with past research findings. 
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Table 6. Descriptive statistics for Study 2 variables 
 
 Mean SD α Skewness Kurtosis 
1. Self-Oriented Perfectionism  4.71 0.93 .89 -0.05 -0.16 
2. Other-Oriented Perfectionism  3.93 0.64 .73 -0.26 1.02 
3. Socially Prescribed Perfectionism  3.90 0.73 .81 0.04 0.33 
4. Perfectionistic Self Promotion  4.28 1.06 .89 0.07 -0.09 
5. Nondisplay of Imperfection  4.63 1.01 .88 -0.18 0.29 
6. Nondisclosure of Imperfection  3.53 1.01 .80 0.38 0.56 
7. Perceived Social Support  3.23 0.42 .92 -0.27 -0.45 
8. Received Social Support 2.64 0.73 .96 0.38 0.12 
9. Loneliness 1.92 0.54 .92 0.49 -0.20 
10. Depressive Symptoms 0.64 0.50 .93 1.05 0.84 
11. Stress  2.06 0.61 .83 0.39 -0.25 
12. Depression  1.85 0.68 .91 0.99 0.57 
13. Anxiety  1.83 0.61 .82 0.74 0.12 
14. Psychological Distress 
(DASS-21 Total Score) 
1.91 0.57 .94 0.66 0.02 
Note. Scores for each subscale of trait perfectionism were computed as means across items 
(individual items may range from 1 to 7); Scores for each subscale of perfectionistic self-
presentation were computed as means across items (individual items may range from 1 to 7); 
Total score for perceived social support was computed as the mean across items (individual 
items may range from 1 to 4); Total score for received social support was computed as the mean 
across items (individual items may range from 1 to 5); Total score for loneliness was computed 
as the mean across items (individual items may range from 1 to 4); Total score for depressive 
symptoms was computed as the mean across items (individual items may range from 0 to 3); 
Scores for psychological distress were computed as means across items (individual items may 
range from 0 to 3). 
 
A series of independent samples t-tests were conducted in order to investigate possible 
sex differences among the variables of interest. In terms of perfectionism variables, significant 
differences were found for other-oriented perfectionism (t(660) = 2.88, p = .0041), with men 
reporting higher levels of other-oriented perfectionism (M = 4.06, SD = .70) than women (M = 
3.89, SD = .62); and nondisplay of imperfection (t(659) = -3.85, p < .001), with women reporting 
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higher levels of nondisplay of imperfection (M = 4.71, SD = 1.00) than men (M = 4.36, SD = 
1.00). In terms of social disconnection variables, significant differences were found for received 
social support (t(660) = -3.95, p < .001), with women reporting higher levels of received support 
(M = 2.70, SD = .74) than men (M = 2.44, SD = .66). In terms of variables assessing 
psychological distress, significant sex differences were found regarding depressive symptoms as 
measured using the BDI-II (t(326.11) = -5.59, p < .001), with women reporting higher levels of 
depressive symptoms measured using the BDI-II (M = .69, SD = .51) than men (M = .47, SD = 
.41); symptoms of depression measured using the DASS-21 (t(317.39) = -2.99, p = .0030), with 
women reporting higher levels of depressive symptoms (M = 1.89, SD = .70) than men (M = 
1.72, SD = .58); symptoms of anxiety (t(308.39) = -4.25, p < .001), with women reporting higher 
levels of anxiety (M = 1.88, SD = .62) than men (M = 1.66, SD = .53); and levels of stress (t(660) 
= -4.08, p < .001), with women reporting higher levels of stress (M = 2.11, SD = .61) than men 
(M = 1.89, SD = .56). Tests of significance using Bonferroni adjusted alpha levels of .0038 per 
test (using an alpha of .05 across 13 variables) showed the same pattern of sex differences, with 
the exception of the sex difference for other-oriented perfectionism, which became non-
significant. 
3.5.3. Correlational Analyses 
Table 7 displays the correlations among the variables of interest. In general, trait 
perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented 
perfectionism) and perfectionistic self-presentational facets (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) showed weak to moderate 
positive relations with each other (rs ranging from .08 to .69, ps < .05). Socially prescribed 
perfectionism, perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of 
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imperfection were all negatively correlated with perceived social support (rs ranging from -.19 to 
-.42, ps < .001). Self-oriented perfectionism and other-oriented perfectionism were not 
significantly associated with perceived social support. Only nondisclosure of imperfection was 
negatively associated with received social support (r = -.14, p < .001). Self-oriented 
perfectionism, socially prescribed perfectionism, perfectionistic self-promotion, nondisclosure of 
imperfection, and nondisplay of imperfection showed weak to moderate positive correlations 
with feelings of loneliness (rs ranging from .08 to .43, ps < .05). 
Furthermore, self-oriented perfectionism, socially prescribed perfectionism, 
perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection 
were shown to have weak, positive associations with symptoms of depression, anxiety, and stress 
(rs ranging from .13 to .37, ps < .001). Other-oriented perfectionism was positively correlated 
with symptoms of stress (r = .09, p < .05), but not with depression or anxiety. In addition, 
perceived social support was negatively correlated with symptoms of psychological distress (rs 
ranging from -.23 to -.43, ps < .001). Loneliness was positively associated with symptoms of 
psychological distress (rs ranging from .41 to .60, ps < .001). Lastly, received social support 
showed weak, positive relations with symptoms of stress (r = .13, p < .001) and anxiety (r = .13, 
p < .001), but not depression. 
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Table 7. Bivariate correlations among Study 2 variables 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
1. Self-Oriented Perfectionism  1.00              
2. Other-Oriented Perfectionism  .40** 1.00             
3. Socially Prescribed Perfectionism  .49** .31** 1.00            
4. Perfectionistic Self Promotion  .56** .25** .49** 1.00           
5. Nondisplay of Imperfection  .34** .08* .42** .69** 1.00          
6. Nondisclosure of Imperfection  .28** .09* .40** .63** .57** 1.00         
7. Perceived Social Support  .01 -.02 -.30** -.19** -.21** -.42** 1.00        
8. Received Social Support .05 .07 -.02 -.02 -.04 -.14** .32** 1.00       
9. Loneliness .08* .01 .34** .24** .30** .43** -.72** -.26** 1.00      
10. Depressive Symptoms .13** .01 .35** .29** .37** .33** -.38** -.05 .54** 1.00     
11. Stress  .26** .09* .37** .30** .37** .27** -.23** .13** .41** .61** 1.00    
12. Depression  .14** .01 .37** .28** .36** .36** -.43** -.03 .60** .77** .73** 1.00   
13. Anxiety  .16** .04 .34** .30** .35** .32** -.30** .13** .43** .58** .75** .69** 1.00  
14. Psychological Distress 
(DASS-21 Total Score) 
.20** .05 .40** .33** .40** .35** -.36** .08* .54** .73** .91** .90** .90** 1.00 
Note: ** p < .001 level; * p < .05 level 
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Given the high correlations among symptoms of depression, anxiety, and stress (rs 
ranging from .69 to .75), a total DASS-21 score was used as an overall measure of psychological 
distress. Self-oriented perfectionism, socially prescribed perfectionism, perfectionistic self-
promotion, nondisclosure of imperfection, and nondisplay of imperfection were shown to have 
weak, positive associations with the total DASS-21 score of psychological distress (rs ranging 
from .20 to .40, ps < .001). In addition, psychological distress was negatively correlated with 
perceived social support (r = -.36, p < .001), as well as positively associated with received social 
support (r = .08, p < .05) and loneliness (r = .54, p < .001). 
3.5.4. Mediation Analyses 
Mediation analyses were conducted to examine the relationship between perfectionism 
traits (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented 
perfectionism), perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of 
imperfection, and nondisplay of imperfection), indicators of social disconnection (perceived 
social support, received social support, and loneliness), and outcomes of depressive symptoms 
and psychological distress. The hypothesis that social disconnection would mediate the 
relationship between perfectionism and psychological outcomes was assessed by examining the 
significance of indirect effects. Using bias-corrected bootstrapping, a total of 1000 replications 
were run in Mplus Version 7 (Muthén & Muthén, 1998–2012). If the 95% bias-corrected 
bootstrapped confidence interval for an indirect effect does not contain zero within its upper and 
lower bounds, it suggests mediation. 
3.5.4.1. Depression 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and depressive 
 
 
59 
 
symptoms as measured using the BDI-II (see Table 8 and Figure 4). The model was just-
identified (i.e., df = 0). Path analyses revealed a significant total effect between socially 
prescribed perfectionism and depressive symptoms as measured using the BDI-II via indicators 
of social disconnection, (β = .270, p < .001, 95% CI [.178, .361]). The standardized regression 
coefficient was significant for the specific indirect effect of loneliness: β = .128, p < .001, 95% 
CI [.078, .178]. The direct effect between socially prescribed perfectionism and depressive 
symptoms was significant, β = .146, p = .001, 95% CI [.059, .233]. These results indicate that the 
relationship between socially prescribed perfectionism and depressive symptoms was partially 
mediated by feelings of loneliness. 
There was also a significant total effect between nondisplay of imperfection and 
depressive symptoms as measured using the BDI-II via indicators of social disconnection, (β = 
.236, p < .001, 95% CI [.139, .333]). The standardized regression coefficient was significant for 
the specific indirect effect of loneliness: β = .052, p = .037, 95% CI [.003, .101].  A significant 
direct effect between nondisplay of imperfection and depressive symptoms was also found, β = 
.181, p < .001, 95% CI [.090, .273]. These results indicate that the relationship between 
nondisplay of imperfection and depressive symptoms was partially mediated by feelings of 
loneliness. 
Lastly, a significant total indirect effect between nondisclosure of imperfection and 
depressive symptoms via indicators of social disconnection, β = .139, p = .006, 95% CI [.040, 
.238] was found. The standardized regression coefficient was significant for the specific indirect 
effect of loneliness: β = .179, p < .001, 95% CI [.127, .230]. The direct effect between 
nondisclosure of imperfection and depressive symptoms was not significant, β = -.018, p = .700, 
95% CI [-.112, .075]. These results indicate that the relationship between nondisclosure of 
imperfection and depressive symptoms was mediated by feelings of loneliness. 
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Table 8. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.065 -.169 .040 -.024 -.118 .070    
Perceived Social Support       .002 -.019 .023 
Received Social Support       .004 -.006 .014 
Loneliness       -.047 -.094 .000 
Socially Prescribed Perfectionism .270 .178 .361 .146 .059 .233    
Perceived Social Support       -.003 -.031 .025 
Received Social Support       -.001 -.009 .006 
Loneliness       .128 .078 .178 
Other-Oriented Perfectionism -.073 -.159 .013 -.058 -.134 .018    
Perceived Social Support       .000 -.004 .004 
Received Social Support       .005 -.004 .014 
Loneliness       -.020 -.058 .017 
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Table 8 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.039 -.178 .100 .025 -.091 .140    
Perceived Social Support       .001 -.010 .012 
Received Social Support       .005 -.008 .017 
Loneliness       -.069 -.135 -.004 
Nondisplay of Imperfection .236 .139 .333 .181 .090 .273    
Perceived Social Support       .000 -.005 .006 
Received Social Support       .002 -.009 .013 
Loneliness       .052 .003 .101 
Nondisclosure of Imperfection .139 .040 .238 -.018 -.112 .075    
Perceived Social Support       -.004 -.047 .038 
Received Social Support       -.017 -.033 .000 
Loneliness       .179 .127 .230 
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Figure 4. Study 2 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Depression 
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3.5.4.2. Psychological Distress 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and 
psychological distress (see Table 9 and Figure 5). The model was just-identified (i.e., df = 0). 
Path analyses revealed a significant total effect between socially prescribed perfectionism and 
psychological distress as measured using the DASS-21 via indicators of social disconnection, (β 
= .286, p < .001, 95% CI [.190, .382]). The standardized regression coefficient was significant 
for the specific indirect effect of loneliness: β = .130, p < .001, 95% CI [.080, .181]. The direct 
effect between socially prescribed perfectionism and psychological distress was significant, β = 
.159, p < .001, 95% CI [.070, .249]. These results indicate that the relationship between socially 
prescribed perfectionism and psychological distress was partially mediated by feelings of 
loneliness. 
There was also a significant total effect between nondisplay of imperfection and 
psychological distress via indicators of social disconnection, (β = .250, p < .001, 95% CI [.153, 
.347]). The standardized regression coefficient was significant for the specific indirect effect of 
loneliness: β = .053, p = .034, 95% CI [.004, .102]. A significant direct effect between 
nondisplay of imperfection and psychological distress was also found, β = .192, p < .001, 95% 
CI [.107, .276]. These results indicate that the relationship between nondisplay of imperfection 
and psychological distress was partially mediated by feelings of loneliness. 
Lastly, a significant total indirect effect between nondisclosure of imperfection and 
psychological distress via indicators of social disconnection, β = .144, p = .005, 95% CI [.144, 
.243] was found. The standardized regression coefficient was significant for the specific indirect 
effect of loneliness: β = .182, p < .001, 95% CI [.132, .232]. The direct effect between 
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psychological distress and nondisclosure of imperfection was not significant, β = .005, p = .905, 
95% CI [-.083, .093]. These results indicate that the relationship between nondisclosure of 
imperfection and psychological distress was mediated by feelings of loneliness. 
Supplementary analyses testing individual mediational models for outcomes of 
depression, anxiety, and stress are included in Appendix D. In general, results showed that 
feelings of loneliness was a significant mediator in the models of depression, anxiety, and stress 
for predictor variables of socially prescribed perfectionism, nondisplay of imperfection, and 
nondisclosure of imperfection. 
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Table 9. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.002 -.103 .099 .035 -.051 .122    
Perceived Social Support       .000 -.020 .020 
Received Social Support       .011 -.013 .035 
Loneliness       -.048 -.096 .000 
Socially Prescribed Perfectionism .286 .190 .382 .159 .070 .249    
Perceived Social Support       .000 -.027 .028 
Received Social Support       -.004 -.024 .016 
Loneliness       .130 .080 .181 
Other-Oriented Perfectionism -.056 -.138 .027 -.049 -.120 .022    
Perceived Social Support       .000 -.004 .004 
Received Social Support       .014 -.006 .033 
Loneliness       -.021 -.059 .018 
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Table 9 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.064 -.195 .068   -.005 -.108 .098    
Perceived Social Support       .000 -.010 .010 
Received Social Support       .012 -.019 .043 
Loneliness       -.071 -.137 -.004 
Nondisplay of Imperfection .250 .153 .347 .192 .107 .276    
Perceived Social Support       .000 -.006 .005 
Received Social Support       .005 -.021 .031 
Loneliness       .053 .004 .102 
Nondisclosure of Imperfection .144 .044 .243 .005 -.083 .093    
Perceived Social Support       .000 -.041 .041 
Received Social Support       -.044 -.071 -.017 
Loneliness       .182   .132 .232 
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Figure 5. Study 2 mediation model examining trait perfectionism, perfectionistic self-presentation, social disconnection, and 
psychological distress 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-Oriented Perfectionism; PSP = Perfectionistic 
Self Promotion 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism) and 
Perfectionistic Self-Presentation (perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
Outcome variable: Psychological Distress 
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3.6. Discussion 
The purpose of this study was to extend findings from earlier studies and to investigate 
the role of social disconnection in mediating the relationship between perfectionism and 
outcomes of depression and psychological distress. Specifically, it was hypothesized that 
perceived social support and feelings of loneliness would mediate the relationship between 
socially prescribed perfectionism and outcomes of depression and psychological distress, as well 
as the relationships between facets of perfectionistic self-presentation (perfectionistic self-
promotion, nondisclosure of imperfection, and nondisplay of imperfection) and outcomes of 
depression and psychological distress. The mediational effects of social disconnection for self-
oriented perfectionism and other-oriented-perfectionism were considered to be exploratory. In 
addition, the mediational effects of received social support were also regarded as more 
exploratory. 
Preliminary correlational analyses were conducted to examine associations among the 
variables of interest. Results showed that socially prescribed perfectionism and all three facets of 
perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection) were negatively correlated with perceived social support and 
positively correlated with feelings of loneliness. This indicates that the perception or belief that 
others demand perfection, as well as the drive to appear to be perfect to others are associated 
with feeling disconnected to other people. Other-oriented perfectionism was not significantly 
correlated with any measures of social disconnection. Self-oriented perfectionism was only 
negatively associated with feelings of loneliness. Moreover, only nondisclosure of imperfection 
was negatively correlated with received social support, indicating that the tendency to avoid 
verbal admissions of perceived inadequacies and mistakes is associated with a lower frequency 
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of supportive actions provided by others. Furthermore, self-oriented perfectionism, socially 
prescribed perfectionism, and all three facets of perfectionistic self-presentation were positively 
correlated with symptoms of depression, anxiety, and stress. 
These results extend findings from Study 1 showing that the drive to appear to be perfect 
to others by either promoting one’s purported perfection or concealing any imperfections are 
associated with higher levels of self-reported psychological distress, in addition to internal 
motivators that direct perfectionistic behaviour, such as demanding perfection of oneself as well 
as perceiving others as demanding perfection. Similar to findings from Study 1 showing 
inconsistent associations between other-oriented perfectionism and psychological distress, other-
oriented was only positively correlated with symptoms of stress, but not with depression or 
anxiety. 
Mediation analyses that tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and depressive 
symptoms showed that both socially prescribed perfectionism and nondisplay of imperfection 
were associated with depressive symptoms, and that feelings of loneliness partially mediated the 
links between perfectionism and depression. In addition, the relationship between nondisclosure 
of imperfection and depressive symptoms was also mediated by feelings of loneliness. This is 
consistent with findings from Study 1 and previous studies that have demonstrated that the 
relationship between socially prescribed perfectionism and depression is mediated by various 
indicators of subjective disconnection (e.g., Casale et al., 2014; Molnar et al., 2012; Roxborough 
et al., 2012; Sherry et al., 2008; Smith, Sherry, McLarnon, et al., 2018; Smith, Sherry, 
Mushquash, et al., 2017). 
These results also extend previous findings by examining the associations with 
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perfectionistic self-presentation, an interpersonal style by which an individual seeks to be 
perceived as perfect by others. Results showed that the drive to conceal any flaws or 
imperfections, as well as avoiding verbal admissions of perceived inadequacies and mistakes 
may lead to feelings of social isolation, which in turn confers vulnerability to depressive 
symptoms. This is consistent with previous studies showing that other dimensions of 
perfectionism measured using the Frost MPS is associated with feelings of loneliness 
(Chang, 2013; Chang et al., 2011; Muyan & Chang, 2015). Furthermore, Goya Arce and Polo 
(2017) demonstrated that the relationship between perfectionistic self-presentation and 
depressive symptoms is mediated sequentially through both social anxiety and loneliness among 
an ethnic minority youth sample. 
Similar mediational results were also found for psychological distress, indicating that 
higher levels of socially prescribed perfectionism, nondisplay of imperfection, and nondisclosure 
of imperfection are associated with a greater sense of social isolation that potentially increases 
the risk of experiencing psychological distress. In general, these findings show that when 
investigating the associations proposed by the PSDM, it is mainly the perfectionism facets that 
involve interpersonal aspects related to the perceptions of others that are significant, such as 
perceiving that others demand perfection of oneself, or managing one’s public image and verbal 
disclosures to conceal one’s shortcomings or flaws. In particular, individuals who endorse higher 
levels of these interpersonal dimensions of perfectionism report feeling interpersonally isolated, 
lonely, and alienated. 
Contrary to expectations, perceived social support was not a significant mediator in the 
link between interpersonal dimensions of perfectionism and maladaptive psychological 
outcomes. This is in contrast to previous studies that have found that perceived social support 
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mediates the link between perfectionism and psychological distress (Dunkley et al., 2000; 
Dunkley et al., 2006; Sherry et al., 2008), as well as perfectionism and physical health (Molnar et 
al., 2012). Given the high correlation between loneliness and perceived social support (r = -.72, p 
< .001), it may be that perceived social support was no longer a significant mediator when 
accounting for the mediating effects of loneliness in the overall model. 
Findings of the present study serve to expand the PSDM literature and to advance 
understanding of the interpersonal mechanisms through which perfectionism confers 
vulnerability for maladaptive psychological outcomes. Results indicate that feelings of loneliness 
are an important indicator of social disconnection and mediate the relationship between 
interpersonal dimensions of perfectionism and psychological distress. This is consistent with 
research showing that people higher in perfectionism experience a powerful sense of not 
belonging and not being accepted by others (Chang et al., 2011; Hewitt et al., 2006). 
Perfectionism may involve or promote an imbalanced behavioural pattern in which individuals 
turn inward and lead a life with a narrow focus on pursuing unrealistic goals and ruminating over 
perceived imperfections (Sherry et al., 2007). In such cases, striving for expectations may be 
prioritized over relationships, thereby increasing experiences of isolation and decreasing 
opportunities for connection. However, without positive connections to others, the present 
findings suggest that people higher in interpersonal dimensions of perfectionism experience 
depressive symptoms and psychological distress. 
Moreover, the majority of studies testing the PSDM has focused primarily on trait 
perfectionism (in particular, socially prescribed perfectionism), and do not generally incorporate 
the self-presentational facets of perfectionism despite theoretical and empirical evidence 
proposing these components represent the interpersonal expression of perfectionism and have 
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important social consequences (for exceptions, see Goya Arce & Polo, 2017; Roxborough et al., 
2012). The present study provided empirical support for the role of perfectionistic self-
presentation in the PSDM, particularly those facets related to concealing one’s imperfections. 
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Chapter 4 
4. Study Three 
Based on the Perfectionism Social Disconnection model (PSDM; Hewitt et al., 2017), the 
present study examined the influence of trait perfectionism, perfectionistic self-presentation, and 
various indicators of social disconnection on mental health outcomes in a sample of medical 
students and law students. These student populations were considered to be a representative 
group to evaluate models of perfectionism as a vulnerability factor for psychological distress. 
Training for a career in medicine or law is associated with significant stressors such as 
high academic pressure, workload, time pressure, frequent evaluation, financial concerns, limited 
time for recreation and social opportunities, and peer competition. Furthermore, students who 
had been accustomed to high academic achievement in their premedical or prelaw studies may 
receive average or even below average grades in medical and law programs. High frequency of 
depression, anxiety, stress, and burnout has been reported among medical students (Compton, 
Carrera, & Frank, 2008; Dahlin, Joneborg, Runeson, 2005; Dyrbye, Thomas, & Shanafelt, 2006; 
Rotenstein et al., 2016). Similarly, studies have also shown that law students experience high 
rates of psychological distress (Kelk, Luscombe, Medlow, & Hickie, 2009; Larcombe, Finch, & 
Sore, 2015; Organ, Jaffe, & Bender, 2016; Skead & Rogers, 2014; Townes O’Brien, Tang, & 
Hall, 2011). 
The admission requirements for medical and law programs favour students who set very 
high standards for themselves. Both medical and law students represent academically selected 
and achievement oriented individuals. In high school and in university, many of these students 
put significant pressure on themselves to excel academically, and it was hypothesized that this 
academic path could encourage development of maladaptive patterns of thinking, including 
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perfectionism and associating academic performance with one’s self-worth. 
While there has been no research to date that has investigated perfectionism in law 
students, several studies have investigated the impact of perfectionism on psychological distress 
in medical students. For example, socially prescribed perfectionism has been shown to be 
associated with psychological distress in medical students, and is a significant predictor of 
academic burnout (Yu, Chae, & Chang, 2016) and psychological adjustment (Henning, Ey, & 
Shaw, 1998). In a sample of 298 newly enrolled medical students, maladaptive perfectionism (a 
composite variable consisting of the socially prescribed perfectionism subscale from the Hewitt-
Flett MPS, as well as the subscales of Concern over Mistakes and Doubt about Actions from the 
Frost MPS) was a significant predictor of depressive and anxiety symptoms (Seeliger & 
Harendza, 2017). In a longitudinal study of medical students, baseline maladaptive perfectionism 
was predictive of depressive symptoms and hopelessness six months later (Enns, Cox, Sareen, & 
Freeman, 2001). Similarly, Enns, Cox, and Clara (2005) showed that medical students with 
higher levels of Concern over Mistakes, Doubt about Actions, or socially prescribed 
perfectionism were vulnerable to symptoms of distress in the context of negative life events.  
 
4.1. The Present Study 
The purpose of this study was to examine group differences across law students, medical 
students, and undergraduate students (from Study 2). It was hypothesized that law students and 
medical students may be particularly vulnerable to perfectionistic tendencies related to the 
competitive nature of their academic program, and thus, may report higher levels of 
perfectionism compared to the undergraduate sample. Specifically, interpersonal dimensions of 
perfectionism may be particularly relevant given the high standards and expectations of law and 
medical programs, therefore it was hypothesized that law and medical students may endorse 
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greater levels of socially prescribed perfectionism, and perfectionistic self-presentational facets, 
particularly nondisclosure of imperfection and nondisplay of imperfection. 
Another primary objective of this study was to extend findings from Study 2 by 
examining the influence of trait perfectionism, perfectionistic self-presentation, and various 
indicators of social disconnection in predicting mental health outcomes in a sample of medical 
and law students. In general, it was hypothesized that indicators of social disconnection would 
mediate the associations between perfectionism and psychological outcomes. This mediational 
hypothesis was examined across the three components of trait perfectionism (self-oriented 
perfectionism, socially prescribed perfectionism, and other-oriented perfectionism), three 
dimensions of perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of 
imperfection, and nondisplay of imperfection), with potential mediating variables of three 
aspects of social disconnection (perceived social support, received social support, and loneliness) 
in predicting outcomes of depression and psychological distress. The proposed mediational 
model suggests that trait perfectionism and perfectionistic self-presentation would be positively 
associated with social disconnection, which in turn would lead to higher levels of depression and 
psychological distress. Three mediational pathways through perceived social support, received 
social support, and feelings of loneliness were tested. 
Specifically, it was hypothesized that perceived social support and feelings of loneliness 
would mediate the relationship between socially prescribed perfectionism and outcomes of 
depression and psychological distress, as well as the relationships between facets of 
perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection) and outcomes of depression and psychological distress. Given 
the findings from Study 1 and 2 and the inconsistent associations in the literature between self-
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oriented perfectionism and social disconnection, as well as between other-oriented-perfectionism 
and social disconnection, the mediational effects of social disconnection for these two 
dimensions of trait perfectionism were considered to be exploratory. In addition, given that only 
one study has examined the relationship between perfectionism and received social support, the 
mediational effects of received social support were also regarded as more exploratory. 
 
4.2. Method 
4.2.1. Participants 
A sample of university students were recruited from undergraduate medical programs and 
law programs in Ontario. The law sample was comprised of 180 students (25% male, 75% 
female), with an average age of 26.02 years (SD = 4.78). The ethnicity of the law sample was 
60.7% Caucasian/European, 16.3% Asian, 6.2% Middle Eastern, 2.8% Black/African, 2.2% 
South Asian, 1.7% Latin American, 1.1% Southeast Asian, 1.1% Aboriginal/First Nations, 3.9% 
Mixed, and 4.0% Other. The distribution of class year was as follows: 37.2% in first year, 26.1% 
in second year, 32.8% in third year, 3.3% in fourth year, and 0.6% had completed the degree. 
The medical sample was comprised of 154 students (22.1% male, 77.9% female), with an 
average age of 24.43 years (SD = 2.57). The ethnicity of the medical sample was 53.2% 
Caucasian/European, 31.2% Asian, 3.2% Middle Eastern, 1.3% Black/African, 3.9% South 
Asian, 0.6% Latin American, 0.6% Aboriginal/First Nations, 3.9% Mixed, and 1.9% Other. The 
distribution of class year was as follows: 29.9% in first year, 27.9% in second year, 26.0% in 
third year, 15.6% in fourth year, and 0.6% in fifth year. 
4.2.2. Measures 
Participants were administered the same self-report questionnaires used in Study 2 in a 
system-randomized order. 
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4.2.2.1. Trait Perfectionism 
Trait perfectionism was measured using the Multidimensional Perfectionism Scale 
(Hewitt-Flett MPS; Hewitt & Flett, 1991b). The Hewitt-Flett MPS is comprised of three 15-item 
subscales assessing self-oriented perfectionism (e.g., “When I am working on something, I 
cannot relax until it is perfect”), socially prescribed perfectionism (e.g., “I find it difficult to meet 
others’ expectations of me”), and other-oriented perfectionism (e.g., “Everything that others do 
must be of top-notch quality”). Responses were rated on a 7-point Likert-type scale ranging from 
1 (Strongly Disagree) to 7 (Strongly Agree), with higher scores indicating greater levels of trait 
perfectionism. The validity and reliability of the Hewitt-Flett MPS have been well-established in 
both clinical and non-clinical samples (Enns & Cox, 2002; Flett & Hewitt, 2015; Hewitt & Flett, 
1991b, 2004), with alpha coefficients ranging from .86 to .89 for self-oriented perfectionism, .86 
to .87 for socially prescribed perfectionism, and .79 to .87 for other-oriented perfectionism in 
student samples (Hewitt & Flett, 1991, 2004). 
4.2.2.2. Perfectionistic Self-Presentation 
Perfectionistic self-presentation was measured using the Perfectionistic Self-Presentation 
Scale (PSPS; Hewitt et al., 2003). The PSPS is a 27-item instrument comprised of three 
subscales measuring perfectionistic self-promotion (e.g., “I try always to present a picture of 
perfection”), nondisplay of imperfection (e.g., “I judge myself based on the mistakes I make in 
front of other people”), and nondisclosure of imperfection (e.g., “It is okay to admit mistakes to 
others”). Responses were rated on a 7-point Likert-type scale ranging from 1 (Strongly Disagree) 
to 7 (Strongly Agree), with higher scores indicating greater levels of perfectionistic self-
presentation. Evidence supports the validity and reliability of the PSPS (Hewitt et al., 2003). It 
has been demonstrated to have good internal consistency, with alpha coefficients ranging from 
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.84 to .89 for perfectionistic self-promotion, .83 to .91 for nondisplay of imperfection, and .72 to 
.86 in university student samples (Hewitt et al., 2003). 
4.2.2.3. Perceived Social Support 
Perceived social support was assessed using The Social Provisions Scale (SPS; Cutrona 
& Russell, 1987). The SPS is a 24-item scale consisting of 4-item subscales assessing six 
dimensions of perceived social support: attachment (emotional closeness from which one derives 
a sense of security; e.g., “I feel a strong emotional bond with at least one other person”), social 
integration (a sense of belonging that stems from sharing similar interests, values or ideas; e.g., 
“I feel part of a group of people who shares my attitudes and beliefs”), reassurance of worth 
(feeling important to or recognized by others due to one’s competence, skills, and value; e.g., “I 
do not think other people respect my skills and abilities”), reliable alliance (assurance that others 
can be counted on in times of stress; e.g., “There are people I can depend on to help me if I really 
need it”), guidance (receiving advice and/or information; e.g., “There is someone I could talk to 
about important decisions in my life”), and opportunity for nurturance (the sense that others rely 
upon him/her for their well-being; e.g., “There is no one who really relies on me for their well-
being”). Responses were rated on a 4-point Likert-type scale ranging from 1 (Strongly Disagree) 
to 4 (Strongly Agree). A total mean score was used by averaging scores across all six subscales, 
with higher scores indicating greater levels of perceived social support. Vogel and Wei (2005) 
reported reliability estimates that ranged from .60 to .83 for the subscale scores. Estimates of 
internal consistency for the total social provision score have ranged from .83 to .92 (Cutrona & 
Russell, 1987; Green et al., 2007; Green et al., 2011; Vogel & Wei, 2005). 
4.2.2.4. Received Social Support 
Received social support was measured using the Inventory of Socially Supportive 
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Behaviours (ISSB; Barrera et al., 1981). The ISSB consists of 40 items designed to assess how 
often individuals received various forms of assistance during the preceding month (e.g., 
“Comforted you by showing you some physical affection”). Participants were asked to rate the 
frequency of each item on 5-point Likert-type scale ranging from 1 (Not at all) to 5 (About every 
day). A total mean score was used, with higher scores indicating greater levels of received social 
support. Research supports the reliability and validity of the ISSB (Barrera & Ainlay, 1983; 
Barrera et al., 1981, Finch et al., 1997; Haber et al., 2007), with alpha coefficients ranging from 
.92 to .94 (Barrera et al., 1981; Barrera & Ainlay, 1983; Cohen & Hoberman, 1983; Stokes & 
Wilson, 1984). 
4.2.2.5. Loneliness 
Loneliness was measured using the Revised UCLA Loneliness Scale (UCLA-R; Russell 
et al., 1980). This measure consists of 20 items designed to assess subjective feelings of 
loneliness and feelings of social isolation (e.g., “I lack companionship”). Responses were rated 
on a 4-point Likert-type scale ranging from 1 (Never) to 4 (Often). A total mean score was used, 
with higher scores indicating greater feelings of loneliness. The scale has been demonstrated to 
have sufficient concurrent and discriminant validity (Russell et al., 1980). Vasser and Crosby 
(2008) utilized reliability generalization across 62 studies to provide an aggregate estimate of the 
UCLA-R and found a mean alpha coefficient of .87. 
4.2.2.6. Depression 
Depressive symptoms were measured using the Beck Depression Inventory (BDI-II; 
Beck et al., 1988). The BDI-II is a 21-item measure in which participants rated their level of 
depressive symptoms on a 4-point scale ranging from 0 (an item reflecting no depressive 
symptoms; e.g., “I do not feel sad”) to 3 (an item reflecting severe depressive symptoms; e.g., “I 
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am so sad and unhappy that I can’t stand it”). A total mean score was used, with higher scores 
indicating greater depressive symptoms. There is significant evidence supporting the predictive, 
convergent, discriminant, and incremental validity of the BDI-II (e.g., Beck et al., 1988; Wang & 
Gorenstein, 2013; Wei et al., 2004). In a review of 118 studies, the BDI-II was demonstrated to 
have good internal consistency with reliabilities ranging from .83 to .96 (Wang & Gorenstein, 
2013). 
4.2.2.7. Psychological Distress 
Psychological distress was measured using the 21-item short form of the Depression, 
Anxiety, and Stress Scale (DASS-21; Lovibond & Lovibond, 1995). This measure consists of 
three 7-item subscales assessing depression (e.g., “I felt down-hearted and blue”), anxiety (e.g., 
“I felt I was close to panic”), and stress (e.g., “I found it difficult to relax”). Participants 
responded to items using a 4-point Likert-type scale ranging from 0 (Did not apply to me at all) 
to 3 (Applied to me very much, or most of the time) to indicate the extent to which they 
experienced symptoms during the past month. A total mean score was used by averaging scores 
across all three subscales, with higher scores indicating greater levels of psychological distress. 
Extensive research supports the reliability and validity of the DASS-21 with alpha coefficients 
ranging from α = .88-.94 for the depression subscale, α = .80-.87 for the anxiety subscale, and α 
= .84-.91 for the stress subscale in clinical and nonclinical samples (Antony et al., 1998; Clara et 
al., 2001; Henry & Crawford, 2005; Lovibond & Lovibond, 1995; Page et al., 2007; Osman et 
al., 2012; Sinclair et al., 2012). 
4.2.3. Procedure 
The present study was approved by Western University’s Research Ethics Board 
(NMREB #109711). A sample of university students were recruited from undergraduate medical 
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programs and law programs in Ontario through mass email recruitment. Law students were 
attending the Juris Doctor (JD) degree programs at Western University, University of Toronto, 
Queen’s University, York University Osgoode Hall Law School, and University of Ottawa. 
Medical students were attending the Doctor of Medicine (MD) degree programs at Western 
University Schulich School of Medicine, University of Toronto, Queen’s University, and 
McMaster University Michael G. DeGroote School of Medicine. Participation was completely 
voluntary, and interested participants were directed to the online study hosted through the 
Qualtrics survey platform. Participants provided informed consent before completing the study 
measures. Following the completion of the online study, participants were offered the 
opportunity to place their name in a draw to win one of 25 gift cards (22 gift cards valued at $20 
and three gift cards valued at $50). 
 
4.3. Results 
4.3.1. Data Screening 
Initial data screening procedures included excluding participants who had completed the 
study in 10 minutes or under. This time limit was based on the assumption that it is not feasible 
to complete the study in that time, given that an estimated completion time provided by the 
hosted survey platform was approximately 32 minutes. In addition, participants with completion 
times that were over 15 hours were excluded. Participants whose progress was incomplete were 
also excluded. 
Furthermore, based on suggestions by Meade and Craig (2012), participants who were 
identified as careless responders were subsequently removed from the sample. Specifically, these 
participants incorrectly responded to at least two of three attentional check items (e.g. “Respond 
‘Strongly disagree’ to this item”), or responded “no” when asked at the end of the study whether 
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their data should be used in analyses. From a total of 298 law students, 108 participants were 
removed for time related issues, incomplete progress, or careless responding. From a total of 233 
medical students, 79 participants were removed for time related issues, incomplete progress, or 
careless responding. 
Standard data screening procedures were conducted to assess for skewness, kurtosis, 
multivariate outliers, and multicollinearity. Analysis of missing data was performed on all major 
non-demographic variables in the dataset, excluding computed total scores. 0.21% of data points 
were missing for the medical sample, and 0.57% of data points were missing for the law sample. 
In general, listwise deletion was used for analyses. 
Univariate normality was assessed by evaluating the skewness and kurtosis of all major 
study variables. Descriptive statistics showed no indications of significant skewness or kurtosis 
for any of the measured variables that would violate normality assumptions (refer to Table 10 
and Table 11). In terms of multivariate outliers, one case was found to have a Mahalanobis 
distance statistic of p < .001 and was removed from data analysis. No indications of collinearity 
were found when examining the correlations between all the predictor variables involved in data 
analysis, with a correlation of r = |.80| used as the cut-off. Using the Variance Inflation Factor 
(VIF), there was no evidence of multicollinearity in the data set. 
4.3.2. Preliminary Analyses 
The means, standard deviations, alpha reliabilities, skew index, and kurtosis index for all 
major study variables are presented in Table 10 (for law students) and Table 11 (for medical 
students). Alpha reliabilities for all measures were adequate (with the majority being α ≥ .80) and 
were generally consistent with past research findings. 
A series of independent samples t-tests were conducted in order to investigate possible 
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sex differences among the variables of interest for law students and medical students. For the law 
sample, a significant sex difference was found for nondisplay of imperfection (t(178) = -2.01, p 
= .046), with women reporting higher levels of nondisplay of imperfection (M = 4.92, SD = 1.13) 
than men (M = 4.52, SD = 1.16). No other sex differences were found for the other facets of 
perfectionism, indicators of social connection, or psychological distress. Tests of significance 
using Bonferroni adjusted alpha levels of .0038 per test (using an alpha of .05 across 13 
variables) showed no sex differences. 
For the medical sample, a significant sex difference was found for nondisclosure of 
imperfection (t(152) = 2.04, p = .044), with men reporting higher levels of nondisclosure of 
imperfection (M = 3.31, SD = .90) than women (M = 2.95, SD = .90). No other sex differences 
were found for the other facets of perfectionism, indicators of social connection, or 
psychological distress. Tests of significance using Bonferroni adjusted alpha levels of .0038 per 
test (using an alpha of .05 across 13 variables) showed no sex differences. 
 
Table 10. Descriptive statistics for Study 3 variables in law students 
 
 Mean SD α Skewness Kurtosis 
1. Self-Oriented Perfectionism  4.90 1.15 .93 -0.32 -0.44 
2. Other-Oriented Perfectionism  3.93 0.86 .84 0.18 -0.10 
3. Socially Prescribed Perfectionism  3.94 0.98 .87 0.15 -0.30 
4. Perfectionistic Self Promotion  4.39 1.25 .90 -0.14 -0.66 
5. Nondisplay of Imperfection  4.82 1.15 .89 -0.28 -0.54 
6. Nondisclosure of Imperfection  3.44 1.08 .80 0.40 0.50 
7. Perceived Social Support  3.32 0.47 .93 -0.95 0.68 
8. Received Social Support 2.34 0.62 .94 0.48 0.55 
9. Loneliness 1.97 0.61 .94 0.63 -0.44 
10. Depressive Symptoms (BDI-II) 0.61 0.45 .91 0.73 -0.33 
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11. Stress  2.14 0.61 .83 0.34 -0.32 
12. Depression 1.85 0.72 .90 0.83 -0.16 
13. Anxiety  1.70 0.58 .80 0.97 0.42 
14. Psychological Distress 
(DASS-21 Total Score) 
1.90 .056 .93 0.55 -0.56 
Note. Scores for each subscale of trait perfectionism were computed as means across items 
(individual items may range from 1 to 7); Scores for each subscale of perfectionistic self-
presentation were computed as means across items (individual items may range from 1 to 7); 
Total score for perceived social support was computed as the mean across items (individual 
items may range from 1 to 4); Total score for received social support was computed as the mean 
across items (individual items may range from 1 to 5); Total score for loneliness was computed 
as the mean across items (individual items may range from 1 to 4); Total score for depressive 
symptoms was computed as the mean across items (individual items may range from 0 to 3); 
Scores for psychological distress were computed as means across items (individual items may 
range from 0 to 3). 
 
Table 11. Descriptive statistics for Study 3 variables in medical students 
 
 Mean SD α Skewness Kurtosis 
1. Self-Oriented Perfectionism  4.57 0.89 .89 -0.16 -0.18 
2. Other-Oriented Perfectionism  3.68 0.70 .83 0.11 -0.09 
3. Socially Prescribed Perfectionism  3.62 0.77 .85 0.00 -0.04 
4. Perfectionistic Self Promotion  4.01 0.96 .85 -0.19 -0.14 
5. Nondisplay of Imperfection  4.49 0.92 .85 -0.08 -0.40 
6. Nondisclosure of Imperfection  3.03 0.91 .79 0.31 0.65 
7. Perceived Social Support  3.45 0.40 .93 -1.07 0.88 
8. Received Social Support 2.47 0.63 .95 0.31 0.04 
9. Loneliness 1.78 0.54 .94 1.06 0.61 
10. Depressive Symptoms (BDI-II) 0.40 0.33 .88 1.07 0.80 
11. Stress  1.75 0.47 .78 0.66 0.76 
12. Depression 1.56 0.50 .87 1.47 1.63 
13. Anxiety  1.41 0.40 .74 1.32 1.96 
14. Psychological Distress 
(DASS-21 Total Score) 
1.57 0.37 .88 1.05 1.29 
Note. Scores for each subscale of trait perfectionism were computed as means across items 
(individual items may range from 1 to 7); Scores for each subscale of perfectionistic self-
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presentation were computed as means across items (individual items may range from 1 to 7); 
Total score for perceived social support was computed as the mean across items (individual 
items may range from 1 to 4); Total score for received social support was computed as the mean 
across items (individual items may range from 1 to 5); Total score for loneliness was computed 
as the mean across items (individual items may range from 1 to 4); Total score for depressive 
symptoms was computed as the mean across items (individual items may range from 0 to 3); 
Scores for psychological distress were computed as means across items (individual items may 
range from 0 to 3). 
 
4.3.3. Group Differences between Law, Medical, and Undergraduate Students 
A series of one-way ANOVAs were conducted in order to investigate possible group 
differences among the variables of interest across law students, medical students, and 
undergraduate students (from Study 2). It was hypothesized that law students and medical 
students may be particularly vulnerable to perfectionistic tendencies related to the competitive 
nature of their academic program, and thus, may report higher levels of perfectionism compared 
to the undergraduate sample. For several of the analyses, the Levene’s test for equality of 
variances showed that the homogeneity of variances assumption was not met. As such, the 
Welch’s ANOVA was used. Tests of significance were also conducted using Bonferroni adjusted 
alpha levels of .0038 per test (using an alpha of .05 across 13 variables). 
4.3.3.1. Trait Perfectionism 
The one-way ANOVA for self-oriented perfectionism revealed a significant main effect, 
Welch’s F(2, 299.39) = 4.52, p = .012, η2 = .010. This group difference became non-significant 
when using the Bonferroni adjusted alpha levels of .0038 per test. Significant group differences 
were also found for other-oriented perfectionism, Welch’s F(2, 285.53) = 8.08, p < .001, η2 = 
.016. Post hoc comparisons using the Games-Howell post hoc procedure showed that medical 
students reported lower levels of other-oriented perfectionism (M = 3.68, SD = .70) compared to 
both law students (M = 3.93, SD = .86) and undergraduate students (M = 3.93, SD = .64). Lastly, 
significant group differences were found for socially prescribed perfectionism, Welch’s F(2, 
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288.25) = 8.93, p < .001, η2 = .017. Games-Howell post hoc comparisons showed that medical 
students reported lower levels of socially prescribed perfectionism (M = 3.62, SD = .77) 
compared to both law students (M = 3.94, SD = .98) and undergraduate students (M = 3.90, SD = 
.73). 
4.3.3.2. Perfectionistic Self-Presentation 
The one-way ANOVA for perfectionistic self-promotion revealed a significant main 
effect, Welch’s F(2, 307.20) = 6.21, p = .002, η2 = .011. Games-Howell post hoc comparisons 
showed that medical students reported lower levels of perfectionistic self-promotion (M = 4.01, 
SD = .96) compared to both law students (M = 4.39, SD = 1.25) and undergraduate students (M = 
4.28, SD = 1.06). Significant group differences were also found for nondisplay of imperfection, 
Welch’s F(2, 308.75) = 4.14, p = .017, η2 = .009. This group difference became non-significant 
when using the Bonferroni adjusted alpha levels of .0038 per test. Lastly, significant group 
differences were found for nondisclosure of imperfection, F(2, 996) = 15.83, p < .001, η2 = .031. 
Post hoc comparisons showed that medical students reported lower levels of nondisclosure of 
imperfection (M = 3.03, SD = .91) compared to both law students (M = 3.44, SD = 1.08) and 
undergraduate students (M = 3.53, SD = 1.01). 
4.3.3.3. Social Disconnection 
The one-way ANOVA of perceived social support revealed a significant main effect, F(2, 
996) = 17.84, p < .001, η2 = .035. Post hoc comparisons showed that medical students reported 
greater levels of perceived social support (M = 3.45, SD = .40) compared to both law students (M 
= 3.32, SD = .47) and undergraduate students (M = 3.23, SD = .42). Significant group differences 
were also found for received social support, Welch’s F(2, 334.05) = 16.53, p < .001, η2 = .028. 
Games-Howell post hoc comparisons showed that undergraduate students reported higher levels 
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of received social support (M = 2.64, SD = .73) compared to both law students (M = 2.34, SD = 
.62) and medical students (M = 2.47, SD = .63). Lastly, significant group differences were found 
for feelings of loneliness, Welch’s F(2, 299.31) = 4.77, p = .009, η2 = .010. This group difference 
became non-significant when using the Bonferroni adjusted alpha levels of .0038 per test. 
4.3.3.4. Psychological Distress 
The one-way ANOVA of depressive symptoms as measured using the BDI-II revealed a 
significant main effect, Welch’s F(2, 356.84) = 28.21, p < .001, η2 = .033. Games-Howell post 
hoc comparisons showed that medical students reported lower levels of depressive symptoms (M 
= .40, SD = .33) compared to both law students (M = .61, SD = .45) and undergraduate students 
(M = .64, SD = .50). Significant group differences were also found for depressive symptoms as 
measured using the DASS-21, Welch’s F(2, 332.54) = 18.35, p < .001, η2 = .024. Games-Howell 
post hoc comparisons showed that medical students reported lower levels of depressive 
symptoms (M = 1.56, SD = .50) compared to both law students (M = 1.85, SD = .72) and 
undergraduate students (M = 1.85, SD = .68). In addition, significant group differences were 
found for symptoms of stress, Welch’s F(2, 329.83) = 28.09, p < .001, η2 = .040. Games-Howell 
post hoc comparisons showed that medical students reported lower levels of stress (M = 1.75, SD 
= .47) compared to both law students (M = 2.14, SD = .61) and undergraduate students (M = 
2.06, SD = .61). Lastly, significant group differences were found for symptoms of anxiety, 
Welch’s F(2, 354.55) = 55.40, p < .001, η2 = .063. Games-Howell Post hoc comparisons showed 
that medical students reported lower levels of anxiety symptoms (M = 1.41, SD = .40) compared 
to both law students (M = 1.70, SD = .58) and undergraduate students (M = 1.83, SD = .61), and 
that undergraduate students reported greater levels of anxiety than law students. 
It was hypothesized that medical and law students would report similar levels of 
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perfectionism, and that due to the competitive nature of their academic programs, medical and 
law students would report higher levels of perfectionism compared to the undergraduate sample. 
Results from the tests of group differences across different student populations were contrary to 
initial hypotheses such that medical students generally reported lower levels of perfectionism 
compared to the law and undergraduate samples. Given the significant group differences 
between law, medical, and undergraduate students, separate analyses were conducted across the 
different student samples. 
4.3.4. Correlational Analyses 
4.3.4.1. Law Students 
Table 12 displays the correlations among the variables of interest for the sample of law 
students. In general, trait perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and perfectionistic self-presentational facets 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
showed weak to strong positive relations with each other (rs ranging from .20 to .76, ps < .05). 
Socially prescribed perfectionism, perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection were negatively correlated with perceived social support (rs 
ranging from -.16 to -.35, ps < .05). Self-oriented perfectionism and other-oriented perfectionism 
were not significantly associated with perceived social support. Only self-oriented perfectionism 
and other-oriented perfectionism were positively associated with received social support (r = .19 
and r = .16, respectively, ps < .05). Socially prescribed perfectionism, perfectionistic self-
promotion, nondisplay of imperfection, and nondisclosure of imperfection showed weak positive 
correlations with feelings of loneliness (rs ranging from .22 to .36, ps < .05). 
Furthermore, self-oriented perfectionism, socially prescribed perfectionism, and all three 
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facets of perfectionistic self-presentation were shown to have weak to moderate, positive 
associations with symptoms of depression (rs ranging from .16 to .37, ps < .05), anxiety (rs 
ranging from .27 to .40, ps < .001), and stress (rs ranging from .26 to .41, ps < .001). Other-
oriented perfectionism was only positively correlated with symptoms of stress (r = .23, p < .05), 
but not with depression or anxiety. In addition, perceived social support was negatively 
correlated with symptoms of psychological distress (rs ranging from -.23 to -.46, ps < .05). 
Loneliness was positively associated with symptoms of psychological distress (rs ranging from 
.38 to .66, ps < .001). Lastly, received social support showed a weak, negative relation with 
symptoms of depression as measured using the DASS-21 (r = -.16, p < .05), but not with stress 
and anxiety. 
Given the high correlations among symptoms of depression, anxiety, and stress (rs 
ranging from .61 to .75), a total DASS-21 score was used as an overall measure of psychological 
distress. Self-oriented perfectionism, socially prescribed perfectionism, perfectionistic self-
promotion, nondisclosure of imperfection, and nondisplay of imperfection were shown to have 
weak, positive associations with the total DASS-21 score of psychological distress (rs ranging 
from .27 to .44, ps < .001). In addition, psychological distress was negatively correlated with 
perceived social support (r = -.37, p < .001) and positively associated with loneliness (r = .56, p 
< .001). 
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Table 12. Bivariate correlations among Study 3 variables for law students 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
1. Self-Oriented Perfectionism  1.00              
2. Other-Oriented Perfectionism  .45** 1.00             
3. Socially Prescribed Perfectionism  .59** .39** 1.00            
4. Perfectionistic Self Promotion  .67** .38** .61** 1.00           
5. Nondisplay of Imperfection  .47** .23* .55** .76** 1.00          
6. Nondisclosure of Imperfection  .47** .20* .54** .64** .61** 1.00         
7. Perceived Social Support  -.02 .02 -.23* -.16* -.19* -.35** 1.00        
8. Received Social Support .19* .16* .10 .12 .00 -.10 .40** 1.00       
9. Loneliness .12 .05 .36** .22* .32** .36** -.76** -.30** 1.00      
10. Depressive Symptoms (BDI-II) .24** .07 .44** .33** .42** .34** -.41** -.08 .62** 1.00     
11. Stress  .29** .23* .41** .34** .38** .26** -.23* .08 .40** .66** 1.00    
12. Depression  .16* .03 .37** .25** .35** .26** -.46** -.16* .66** .81** .62** 1.00   
13. Anxiety  .27** .13 .39** .36** .40** .30** -.24** .03 .38** .63** .75** .61** 1.00  
14. Psychological Distress 
(DASS-21 Total Score) 
.27** .14 .44** .36** .43** .31** -.37** -.03 .56** .81** .89** .87** .88** 1.00 
Note: ** p < .001 level; * p < .05 level 
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4.3.4.2. Medical Students 
Table 13 displays the correlations among the variables of interest for the sample of 
medical students. In general, trait perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and perfectionistic self-presentational facets 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
showed weak to strong positive relations with each other (rs ranging from .20 to .64, ps < .05). 
Socially prescribed perfectionism, perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection were negatively correlated with perceived social support (rs 
ranging from -.21 to -.50, ps < .05). Self-oriented perfectionism and other-oriented perfectionism 
were not significantly associated with perceived social support. Self-oriented perfectionism, 
socially prescribed perfectionism, perfectionistic self-promotion, nondisclosure of imperfection, 
and nondisplay of imperfection were negatively associated with received social support (rs 
ranging from -.17 to -.39, ps < .05). Socially prescribed perfectionism, perfectionistic self-
promotion, nondisplay of imperfection, and nondisclosure of imperfection showed weak to 
moderate positive correlations with feelings of loneliness (rs ranging from .16 to .47, ps < .05). 
Furthermore, socially prescribed perfectionism and all three facets of perfectionistic self-
presentation were shown to have weak to moderate, positive associations with symptoms of 
depression as measured using the BDI-II and DASS-21 (rs ranging from .16 to .31, ps < .05). 
Only socially prescribed perfectionism was positively correlated with symptoms of stress (r = 
.23, p < .05). No facets of trait perfectionism or perfectionistic self-presentation showed 
significant associations with symptoms of anxiety. In addition, perceived social support was 
negatively correlated with symptoms of psychological distress (rs ranging from -.20 to -.56, ps < 
.05). Loneliness was positively associated with symptoms of psychological distress (rs ranging 
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from .25 to .65, ps < .001). Lastly, received social support showed a weak, negative relation with 
symptoms of depression as measured using the BDI-II (r = -.22, p < .05) and DASS-21 (r = -.22, 
p < .05), but not with stress and anxiety. 
Given the high correlations among symptoms of depression, anxiety, and stress (rs 
ranging from .41 to .57), a total DASS-21 score was used as an overall measure of psychological 
distress. Socially prescribed perfectionism, nondisclosure of imperfection, and nondisplay of 
imperfection were shown to have weak, positive associations with the total DASS-21 score of 
psychological distress (rs ranging from .17 to .24, ps < .05). In addition, psychological distress 
was negatively correlated with perceived social support (r = -.42, p < .001) and positively 
associated with loneliness (r = .50, p < .001). 
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Table 13. Bivariate correlations among Study 3 variables for medical students 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
1. Self-Oriented Perfectionism  1.00              
2. Other-Oriented Perfectionism  .32** 1.00             
3. Socially Prescribed Perfectionism  .38** .26** 1.00            
4. Perfectionistic Self Promotion  .53** .33** .36** 1.00           
5. Nondisplay of Imperfection  .32** .20* .37** .64** 1.00          
6. Nondisclosure of Imperfection  .23* .15 .34** .60** .48** 1.00         
7. Perceived Social Support  -.07 .05 -.21* -.25** -.21* -.50** 1.00        
8. Received Social Support -.17* -.09 -.26** -.25* -.26** -.39** .46** 1.00       
9. Loneliness .07 -.03 .16* .32** .32** .47** -.81** -.44** 1.00      
10. Depressive Symptoms (BDI-II) .17* -.09 .30** .16* .20* .31** -.47** -.22* .55** 1.00     
11. Stress  .12 .11 .23* .04 .13 .06 -.20* -.03 .28** .55** 1.00    
12. Depression  .06 -.19* .21* .20* .28** .29** -.56** -.22* .65** .71** .41** 1.00   
13. Anxiety  -.01 -.02 .11 .00 .15 .03 -.22* .07 .25** .44** .57** .44** 1.00  
14. Psychological Distress 
(DASS-21 Total Score) 
.08 -.04 .24* .10 .24* .17* -.42** -.08 .50** .72** .82** .79** .81** 1.00 
Note: ** p < .001 level; * p < .05 level 
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4.3.5. Mediation Analyses 
Mediation analyses were conducted to examine the relationship between perfectionism 
traits (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented 
perfectionism), perfectionistic self-presentation (perfectionistic self-promotion, nondisclosure of 
imperfection, and nondisplay of imperfection), indicators of social disconnection (perceived 
social support, received social support, and loneliness), and outcomes of depression and 
psychological distress for law students and medical students. The hypothesis that social 
disconnection would mediate the relationship between perfectionism and outcomes of depression 
and psychological distress was assessed by examining the significance of indirect effects. Using 
bias-corrected bootstrapping, a total of 1000 replications were run in Mplus Version 7 (Muthén 
& Muthén, 1998–2012). If the 95% bias-corrected bootstrapped confidence interval for an 
indirect effect does not contain zero within its upper and lower bounds, it suggests mediation. 
4.3.5.1. Depression in Law Students 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and depressive 
symptoms measured using the BDI-II in law students (see Table 14 and Figure 6). The model 
was just-identified (i.e., df = 0). Path analyses revealed a significant total indirect effect between 
socially prescribed perfectionism and depressive symptoms as measured using the BDI-II via 
indicators of social disconnection, β = 0.363, p < .001, 95% CI [.191, .536]. The standardized 
regression coefficient was significant for the specific indirect effect of loneliness: β = .195, p = 
.006, 95% CI [.056, .334]. The direct effect between socially prescribed perfectionism and 
depressive symptoms was significant, β = .185, p = .020, 95% CI [.030, .341]. These results 
indicate that the relationship between socially prescribed perfectionism and depressive symptoms 
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was partially mediated by feelings of loneliness. 
There was also a significant total effect between nondisclosure of imperfection and 
depressive symptoms via indicators of social disconnection, β = .072, p = .412, 95% CI [-.100, 
.244]. The standardized regression coefficient was significant for the specific indirect effect of 
loneliness: β = .152, p = .009, 95% CI [.037, .266]. The direct effect between nondisclosure of 
imperfection and depressive symptoms was not significant, β = -.030, p = .705, 95% CI [-.185, 
.125]. These results indicate that the relationship between nondisclosure of imperfection and 
depressive symptoms was mediated by feelings of loneliness. 
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Table 14. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.025 -.201 .150 .035 -.126 .196    
Perceived Social Support       .022 -.029 .074 
Received Social Support       .007 -.022 .036 
Loneliness       -.090 -.211 .032 
Socially Prescribed Perfectionism .363 .191 .536 .185 .030 .341    
Perceived Social Support       -.020 -.068 .027 
Received Social Support       .003 -.020 .025   
Loneliness       .195 .056 .334 
Other-Oriented Perfectionism -.100 -.263 .063 -.085 -.220 .050    
Perceived Social Support       .006 -.021 .032 
Received Social Support       .003 -.014 .019 
Loneliness       -.023 -.129 .083 
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Table 14 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.101 -.346 .145 -.006 -.218 .207    
Perceived Social Support       .003 -.034 .040 
Received Social Support       .010   -.030 .050 
Loneliness       -.108 -.277 .061 
Nondisplay of Imperfection .283 .095 .472   .165 -.016 .346    
Perceived Social Support       .001 -.034 .036 
Received Social Support       -.006 -.033 .022 
Loneliness       .123 -.022 .267 
Nondisclosure of Imperfection .072 -.100 .244 -.030 -.185   .125    
Perceived Social Support       -.037 -.113 .039 
Received Social Support       -.013 -.054 .029 
Loneliness       .152 .037   .266    
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Figure 6. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression (BDI-II) for law students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Depression 
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4.3.5.2. Depression in Medical Students 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and depressive 
symptoms measured using the BDI-II in medical students (see Table 15 and Figure 7). The 
model was just-identified (i.e., df = 0). Path analyses revealed a significant direct effect between 
self-oriented perfectionism and depressive symptoms (β = .178, p = .031, 95% CI [.017, .340]). 
In addition, there was a significant direct effect between socially prescribed perfectionism and 
depressive symptoms (β = .238, p = .004, 95% CI [.077, .399]). 
There was also a significant total effect between nondisclosure of imperfection and 
depressive symptoms via indicators of social disconnection, β = .280, p = .004, 95% CI [.089, 
.470]. The standardized regression coefficient was significant for the specific indirect effect of 
loneliness: β = .223, p = .003, 95% CI [.074, .372]. The direct effect between nondisclosure of 
imperfection and depressive symptoms was not significant, β = .092, p = .364, 95% CI [-.106, 
.289]. These results indicate that the relationship between nondisclosure of imperfection and 
depressive symptoms was mediated by feelings of loneliness. 
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Table 15. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism .137 -.048 .321 .178 .017 .340    
Perceived Social Support       .000 -.026 .027 
Received Social Support       -.005 -.027 .018 
Loneliness       -.038 -.152 .077   
Socially Prescribed Perfectionism .232 .035 .430 .238 .077 .399    
Perceived Social Support       -.002 -.034 .031 
Received Social Support       -.010 -.036 .017    
Loneliness       .006 -.107 .118    
Other-Oriented Perfectionism -.208 -.367 -.049 -.138 -.279 .004    
Perceived Social Support       .002 -.037 .041 
Received Social Support       .000 -.015 .015   
Loneliness       -.073 -.159 .014 
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Table 15 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and depression (BDI-II) for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.136 -.373 .101 -.192 -.428  .044    
Perceived Social Support       .000 -.026 .027   
Received Social Support       .007 -.023 .037 
Loneliness       .049 -.065 .164 
Nondisplay of Imperfection .068 -.122 .257 .011 -.159 .181    
Perceived Social Support       .001 -.027 .028 
Received Social Support       -.006 -.029 .016 
Loneliness       .063 -.044 .169 
Nondisclosure of Imperfection .280 .089 .470 .092 -.106 .289    
Perceived Social Support       -.009 -.143 .126 
Received Social Support       -.027 -.083 .030 
Loneliness       .223 .074   .372 
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Figure 7. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression (BDI-II) for medical students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Depression 
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4.3.5.3. Comparison of Mediation Models for Depression 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between nondisclosure of 
imperfection and depressive symptoms measured using the BDI-II. All tests revealed non-
significant effects across the three samples: Wald chi-square(1) = 1.78, p = .18 for group 
differences between law and medical students; Wald chi-square(1) = 1.33, p = .25 for group 
differences between medical and undergraduate students; and Wald chi-square(1) = .30, p = .58 
for group differences between law and undergraduate students. 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between socially prescribed 
perfectionism and depressive symptoms measured using the BDI-II. There were no group 
differences between law and medical students (Wald chi-square(1) = 2.63, p = .10), or between 
law and undergraduate students (Wald chi-square(1) = .13, p = .72). The test for group 
differences between medical and undergraduate students was significant, Wald chi-square(1) = 
4.63, p = .03. 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between nondisplay of perfectionism 
and depressive symptoms measured using the BDI-II. All tests revealed non-significant effects 
across the three samples: Wald chi-square(1) = .004, p = .95 for group differences between law 
and medical students; Wald chi-square(1) = .39, p = .53 for group differences between medical 
and undergraduate students; and Wald chi-square(1) = .40, p = .53 for group differences between 
law and undergraduate students. 
 
 
 
104 
 
4.3.5.4. Psychological Distress in Law Students 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and 
psychological distress in law students (see Table 16 and Figure 8). The model was just-identified 
(i.e., df = 0). Path analyses revealed a significant total effect between socially prescribed 
perfectionism and psychological distress via indicators of social disconnection, β = .337, p < 
.001, 95% CI [.157, .517]. The standardized regression coefficient was significant for the 
specific indirect effect of loneliness: β = .178, p = .004, 95% CI [.056, .299]. The direct effect 
between socially prescribed perfectionism and psychological distress was significant, β = .170, p 
= .043, 95% CI [.005, .335]. These results indicate that the relationship between socially 
prescribed perfectionism and psychological distress was partially mediated by feelings of 
loneliness. 
There was also a significant total effect between nondisclosure of imperfection and 
psychological distress via indicators of social disconnection, β = -.012, p = .902, 95% CI [-.201, 
.177]. The standardized regression coefficient was significant for the specific indirect effect of 
loneliness: β = .138, p = .009, 95% CI [.034, .241]. The direct effect between nondisclosure of 
imperfection and psychological distress was not significant, β = -.100, p = .266, 95% CI [-.276, 
.076]. These results indicate that the relationship between nondisclosure of imperfection and 
psychological distress was mediated by feelings of loneliness. 
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Table 16. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.018 -.199 .162 .034 -.150 .219    
Perceived Social Support       .017 -.030 .064 
Received Social Support       .012 -.019 .043 
Loneliness       -.082 -.195 .032 
Socially Prescribed Perfectionism .337 .157 .517 .170 .005 .335    
Perceived Social Support       -.016 -.059 .028 
Received Social Support       .005 -.023 .033 
Loneliness       .178 .056 .299 
Other-Oriented Perfectionism -.035 -.195 .126 -.023 -.158 .112    
Perceived Social Support       .004 -.018 .027 
Received Social Support       .004 -.015 .024 
Loneliness       -.021 -.115 .073 
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Table 16 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.036 -.304 .232 .043 -.181 .267    
Perceived Social Support       .002 -.028 .033 
Received Social Support       .017 -.026 .060 
Loneliness       -.098 -.251 .055 
Nondisplay of Imperfection .287 .074 .501 .185   -.004 .373    
Perceived Social Support       .001 -.029 .031 
Received Social Support       -.009 -.041 .023 
Loneliness       .111 -.023 .246 
Nondisclosure of Imperfection -.012 -.201 .177   -.100 -.276 .076    
Perceived Social Support       -.028 -.099 .043 
Received Social Support       -.021 -.064 .021 
Loneliness       .138 .034 .241 
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Figure 8. Study 3 mediation model examining trait perfectionism, perfectionistic self-presentation, social disconnection, and 
psychological distress for law students 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism) and Perfectionistic 
Self-Presentation (perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
Outcome variable: Psychological Distress 
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4.3.5.5. Psychological Distress in Medical Students 
Mediation analyses tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and 
psychological distress in medical students (see Table 17 and Figure 9). The model was just-
identified (i.e., df = 0). Path analyses revealed a significant direct effect between socially 
prescribed perfectionism and psychological distress, β = .204, p = .449, 95% CI [.017, .391]. 
There was also a significant total effect between nondisclosure of imperfection and 
psychological distress via indicators of social disconnection, β = .090, p = .401, 95% CI [-.120, 
.300]. The standardized regression coefficient was significant for the specific indirect effect of 
loneliness: β = .211, p = .008, 95% CI [.054, .368]. The direct effect between nondisclosure of 
imperfection and psychological distress was not significant, β = -.098, p = .368, 95% CI [-.311, 
.115]. These results indicate that the relationship between nondisclosure of imperfection and 
psychological distress was mediated by feelings of loneliness. 
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Table 17. Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait 
perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism .020 -.166 .205 .070 -.112 .253      
Perceived Social Support       -.002 -.036 .032 
Received Social Support       -.013 -.058 .032 
Loneliness       -.036 -.145 .074 
Socially Prescribed Perfectionism .192 -.028 .413 .204 .017 .391    
Perceived Social Support       .009 -.030 .049 
Received Social Support       -.027 -.072 .019 
Loneliness       .005 -.103 .113 
Other-Oriented Perfectionism -.114 -.277 .050 -.032 -.178 .114    
Perceived Social Support       -.013 -.058 .032 
Received Social Support       .000 -.033 .033 
Loneliness       -.069 -.154 .016 
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Table 17 (Continued). Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model 
examining trait perfectionism, perfectionistic self-presentation, social disconnection, and psychological distress for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.139 -.383 .105 -.203 -.446 .039      
Perceived Social Support       -.001 -.039 .036 
Received Social Support       .019 -.040 .079 
Loneliness       .047   -.064 .157 
Nondisplay of Imperfection .229 .010 .448 .191 -.001 .383    
Perceived Social Support       -.003 -.039 .033 
Received Social Support       -.018 -.061 .025 
Loneliness       .059 -.046 .165 
Nondisclosure of Imperfection .090 -.120 .300 -.098 -.311 .115    
Perceived Social Support       .051 -.098 .199 
Received Social Support       -.074 -.146 -.002 
Loneliness       .211 .054 .368 
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Figure 9. Study 3 mediation model examining trait perfectionism, perfectionistic self-presentation, social disconnection, and 
psychological distress for medical students 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-oriented perfectionism) and Perfectionistic 
Self-Presentation (perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
Outcome variable: Psychological Distress 
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4.3.5.6. Comparison of Mediation Models for Psychological Distress 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between nondisclosure of 
imperfection and psychological distress. All tests revealed non-significant effects across the three 
samples: Wald chi-square(1) = 1.78, p = .18 for group differences between law and medical 
students; Wald chi-square(1) = 1.33, p = .25 for group differences between medical and 
undergraduate students; and Wald chi-square(1) = .30, p = .58 for group differences between law 
and undergraduate students. 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between socially prescribed 
perfectionism and psychological distress. There were no group differences between law and 
medical students (Wald chi-square(1) = 2.64, p = .10), or between law and undergraduate 
students (Wald chi-square(1) = .13, p = .72). The test for group differences between medical and 
undergraduate students was significant, Wald chi-square(1) = 4.63, p = .03. 
Group differences in mediation models were tested using the Wald chi-square test for the 
pathway of feelings of loneliness mediating the relationship between nondisplay of perfectionism 
and psychological distress. All tests revealed non-significant effects across the three samples: 
Wald chi-square(1) = .065, p = .80 for group differences between law and medical students; 
Wald chi-square(1) = .28, p = .60 for group differences between medical and undergraduate 
students; and Wald chi-square(1) = .068, p = .79 for group differences between law and 
undergraduate students. 
Supplementary analyses testing individual mediational models for outcomes of 
depression, anxiety, and stress are included in Appendix E. In general, results showed that 
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feelings of loneliness were a significant mediator in the models of depression, anxiety, and stress 
for predictor variables of socially prescribed perfectionism and nondisclosure of imperfection in 
law students. For the medical sample, feelings of loneliness were a significant mediator in the 
models of depression and stress for only the predictor variable of nondisclosure of imperfection. 
 
4.4. Discussion 
The purpose of this study was to extend findings from Study 2 by examining the role of 
social disconnection in mediating the relationship between perfectionism and psychological 
distress in a sample of law students and medical students. Another primary objective of this 
study was to examine group differences across law students, medical students, and undergraduate 
students (from Study 2). It was hypothesized that law students and medical students may be 
particularly vulnerable to perfectionistic tendencies related to the competitive nature of their 
academic program, and thus, may report higher levels of perfectionism compared to the 
undergraduate sample. Specifically, it was hypothesized that the sample of law students and 
medical students may endorse greater levels of socially prescribed perfectionism, and 
perfectionistic self-presentational facets, particularly nondisclosure of imperfection and 
nondisplay of imperfection. 
Tests of group differences across the three samples of law, medical, and general 
undergraduate students showed that medical students reported lower levels of other-oriented 
perfectionism, socially prescribed perfectionism, perfectionistic self-promotion, and 
nondisclosure of imperfection compared to both law and undergraduate students. These findings 
were contrary to study hypotheses that law students and medical students may report greater 
levels of socially prescribed perfectionism and perfectionistic self-presentational facets 
compared to general undergraduate students. 
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However, a few studies have demonstrated that medical students may report lower levels 
of perfectionism compared to other groups. For example, Enns and colleagues (2001) found that 
medical students showed lower Doubts about Actions as measured using the Frost MPS and 
lower evaluative concerns (a composite score using the socially prescribed perfectionism 
subscale from the Hewitt-Flett MPS, and subscales of Concern over Mistakes and Doubts about 
Actions from the Frost MPS) in comparison with general arts students. Seeliger and Harendza 
(2017) also found that a sample of 298 newly enrolled medical students reported significantly 
lower socially prescribed perfectionism than the general population. It has been suggested that 
the admissions process for medical school entry may select for adaptive academic functioning 
(grades and admission test scores) as well as adaptive interpersonal functioning (interviews and 
personal references), reducing the likelihood of individuals with higher levels of maladaptive 
perfectionism being admitted (Enns et al., 2001). Alternatively, success in the competitive 
process of applying to medical or law school programs may have a positive impact on students 
by reducing self-doubt and easing concerns about meeting others’ expectations of them. No 
study to date has compared perfectionism scores of a law student sample with other populations. 
Furthermore, findings showed that medical students also reported greater levels of 
perceived social support, higher levels of received social support, and lower levels of 
psychological distress, including symptoms of depression, anxiety, and stress, compared to both 
law students and undergraduate students. These results are consistent with previous comparative 
studies of psychological distress across different student populations. For example, a systematic 
review of U.S. and Canadian medical students suggested that although medical students 
consistently demonstrated higher overall psychological distress than the general population, they 
do not report greater levels of distress compared to other student groups, such as pharmacy 
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students, dental students, or graduate students (Dyrbye et al., 2006). Furthermore, comparative 
studies have shown that law students generally report higher levels of psychological distress than 
medical students, although fewer differences are observed between law students and non-medical 
student cohorts (Eron & Redmount, 1957; Heins, Fahey, & Leiden, 1984; Helmers, Danoff, 
Steinert, Leyton, & Young, 1997; Kellner, Wiggins, & Pathak, 1986; Larcombe, Finch, & Sore, 
2015; Leahy et al., 2010; Shanfield & Benjamin, 1985; Skead & Rogers, 2015). 
Preliminary correlational analyses were conducted to examine associations among the 
variables of interest. For both the law and medical samples, results showed that socially 
prescribed perfectionism and all three facets of perfectionistic self-presentation (perfectionistic 
self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) were negatively 
correlated with perceived social support and positively correlated with feelings of loneliness. 
This indicates that the perception or belief that others demand perfection as well as the drive to 
appear to be perfect to others are associated with feeling disconnected to other people. Self-
oriented perfectionism and other-oriented perfectionism were not significantly correlated with 
perceived social support in law and medical students. The associations between perfectionism 
and received social support were inconsistent across the law and medical samples. 
Furthermore, self-oriented perfectionism, socially prescribed perfectionism, and all three 
facets of perfectionistic self-presentation were shown to be positively related with symptoms of 
psychological distress among law students. In contrast, socially prescribed perfectionism and the 
three facets of perfectionistic self-presentation were only positively related with symptoms of 
depression among medical students. These results are consistent with findings from Study 1 and 
2 showing that the drive to appear to be perfect to others by either promoting one’s purported 
perfection or concealing any imperfections are associated with higher levels of self-reported 
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psychological distress, in addition to internal motivators that direct perfectionistic behaviour, 
such as perceiving others as demanding perfection. However, it appears that the relationship 
between perfectionism and psychological distress primarily manifests in depressive symptoms 
for medical students, whereas law students who have higher levels of perfectionism report a 
wider range of psychological consequences. Similar to findings from Study 1 and 2 showing 
inconsistent associations between other-oriented perfectionism and psychological distress, other-
oriented was positively correlated with symptoms of stress for law students only, but not with 
depression or anxiety. 
Mediation analyses that tested a model examining the relationship between trait 
perfectionism, perfectionistic self-presentation, indicators of social disconnection, and depressive 
symptoms showed that nondisclosure of imperfection was associated with depressive symptoms, 
and that feelings of loneliness mediated the links between perfectionism and depression across 
all three samples of law, medical, and general undergraduate students. Similar mediational 
results were also found for psychological distress, indicating that higher levels of nondisclosure 
of imperfection are associated with a greater sense of social isolation that potentially increases 
the risk of experiencing psychological distress. 
Findings from mediation analyses also suggest that law students show similar 
associations between socially prescribed perfectionism and depressive symptoms, as well as 
socially prescribed perfectionism and psychological distress as general undergraduate students. 
Specifically, results showed that beliefs that others have excessively high standards for oneself 
may lead to feelings of loneliness, which in turn confers vulnerability to depression and 
psychological distress in undergraduate and law students. Feelings of loneliness were not a 
significant mediator in the relationship between socially prescribed perfectionism and 
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psychological distress, or in the relationship between socially prescribed and depression in the 
sample of medical students. There was a direct effect between socially prescribed perfectionism 
and psychological distress, and a direct effect between both self-oriented perfectionism and 
socially prescribed perfectionism with depressive symptoms. Similar to findings from Study 2, 
perceived social support and received social support were not significant mediators in the link 
between interpersonal perfectionism and psychological distress in the sample of law and medical 
students. 
Overall, these results are generally consistent with findings from Study 2 showing that 
perfectionism facets involving interpersonal aspects related to the perceptions of others are 
particularly important to the PSDM, such as perceiving others demand perfection of oneself or 
managing one’s verbal disclosures to conceal one’s shortcomings or flaws. In particular, 
individuals who endorse higher levels of these interpersonal dimensions of perfectionism report 
feeling interpersonally isolated, lonely, and alienated. The present study provided a greater 
understanding of the mechanisms underlying the PSDM by demonstrating how students in 
different types of academic programs who feel the pressure inherent in trying to be and appear 
perfect may be vulnerable to depression and psychological distress. 
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Chapter 5 
5. General Discussion 
The research presented in this dissertation involved three studies based on the 
Perfectionism Social Disconnection Model that aimed to advance understanding of the 
interpersonal mechanisms through which various aspects of perfectionism confers risk for 
psychological outcomes. The Perfectionism Social Disconnection Model (Hewitt et al., 2017) 
proposes that individuals with higher levels of perfectionism may experience significant levels of 
social disconnection (i.e., feeling rejected, excluded, and unwanted by others), which then leads 
to the wide variety of maladaptive and negative outcomes that have been associated with 
perfectionism. 
The first study examined the longitudinal impacts of trait perfectionism and sense of 
relatedness on the variance in change in psychological distress after controlling for baseline 
symptoms. The second and third study investigated the influence of trait perfectionism, 
perfectionistic self-presentation and indicators of social disconnection on psychological 
outcomes in a sample of undergraduate students, as well as a sample of university students in 
medicine and law that may be vulnerable to perfectionistic tendencies related to the competitive 
nature of their academic program. Direct comparisons between the student populations were also 
conducted due to significant group differences in perfectionism, social disconnection, and 
psychological outcomes. 
Findings from Study 1 showed that socially prescribed perfectionism was associated with 
psychological distress three months later, and that negative perceptions of relatedness partially 
mediated the link between perfectionism and psychological distress. However, the relationship 
between socially prescribed perfectionism and psychological distress was no longer significant 
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when controlling for the residualized change of baseline symptoms at Time 1 on psychological 
distress at Time 2. 
Findings from Study 2 showed that socially prescribed perfectionism and nondisplay of 
imperfection were associated with depressive symptoms, and that feelings of loneliness partially 
mediated the links between perfectionism and depression. In addition, the relationship between 
nondisclosure of imperfection and depressive symptoms was also mediated by feelings of 
loneliness. Similar mediational results were also found for psychological distress, indicating that 
higher levels of socially prescribed perfectionism, nondisplay of imperfection, and nondisclosure 
of imperfection are associated with a greater sense of social isolation which potentially increases 
the risk of experiencing psychological distress. 
Findings from Study 3 showed that nondisclosure of imperfection was associated with 
depressive symptoms, and that feelings of loneliness mediated the links between perfectionism 
and depression across all three samples of law, medical, and general undergraduate students. 
Similar mediational results were also found for psychological distress, demonstrating that higher 
levels of nondisclosure of imperfection are associated with a greater sense of social isolation, 
which in turn confers vulnerability to psychological distress. Results also showed that feelings of 
loneliness mediated the links between socially prescribed perfectionism and psychological 
distress in law students and general undergraduate students, but not in the sample of medical 
students. Furthermore, tests of group differences across the three samples of law, medical, and 
general undergraduate students showed that medical students reported lower levels of other-
oriented perfectionism, socially prescribed perfectionism, perfectionistic self-promotion, and 
nondisclosure of imperfection compared to both law and undergraduate students. 
Taken together, the findings from Studies 1, 2, and 3 suggest that the perfectionism facets 
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involving interpersonal aspects related to the perceptions of others are particularly important to 
the PSDM, such as socially prescribed perfectionism and nondisclosure of imperfection. That is, 
perceiving that others demand perfection of oneself or attempts to manage one’s verbal 
disclosures to conceal one’s shortcomings or flaws may lead to feelings of social isolation, which 
in turn confers vulnerability to psychological distress. Such beliefs or interpersonal styles may 
cause these individuals to act in ways that create distance between themselves and other people. 
This unwillingness to display one’s real self to other people reflects key psychological conditions 
that Rogers (1961) identifies as underscoring a profound sense of aloneness in his theoretical 
observations about the nature of loneliness. As the findings show, individuals who endorse 
higher levels of these interpersonal dimensions of perfectionism report feeling interpersonally 
isolated, lonely, and alienated. If a person creates an idealized version of him or herself when 
interacting with others, the use of such a pretence may fuel their sense of loneliness and feelings 
of detachment from other people and themselves. According to Baumeister and Leary (1995), all 
humans have a fundamental need to achieve a sense of belonging or social connectedness with 
others. Therefore, individuals failing to develop interpersonal connections with others results in 
distress and dysfunction (Cacioppo & Patrick, 2008; Heinrich & Gullone, 2006). The findings 
from the presented studies provide further evidence for the subjective disconnection mediational 
path of the PSDM which suggests that individuals with higher levels of perfectionism may 
experience significant levels of social disconnection, which then leads to the wide variety of 
maladaptive and negative outcomes that have been associated with perfectionism. 
Findings of self-oriented perfectionism suggest that individuals who have exceptionally 
high personal standards generally report greater levels of psychological distress. However, self-
oriented perfectionism showed inconsistent results with indicators of social disconnection. For 
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example, higher levels of self-oriented perfectionism were associated with lower sense of 
relatedness and greater feelings of loneliness in undergraduate students. In contrast, self-oriented 
perfectionism was not associated with feelings of loneliness in law and medical students, and 
showed contrasting relationships with received support in the law sample versus the medical 
sample. 
Findings of other-oriented perfectionism were inconsistent for outcomes of psychological 
distress as well as indicators of social disconnection. Other-oriented perfectionism was 
associated with psychological distress in the sample of university students in Study 1, but not 
significantly related to psychological distress in Study 2 or in the sample of law or medical 
students in Study 3. Additionally, other-oriented perfectionism showed inconsistent results with 
indicators of social disconnection. For example, higher levels of other-oriented perfectionism 
were associated with lower sense of relatedness in undergraduate students. In contrast, other-
oriented perfectionism was not associated with perceived social support or feelings of loneliness 
in undergraduate, law, or medical students, and was positively associated with received support 
in the law sample only. 
Accordingly, these findings highlight a need for additional studies to elucidate the 
relationships between self-oriented perfectionism and other-oriented perfectionism with social 
disconnection. One possible explanation for the inconsistent findings may be related to the 
significant overlap between perfectionism dimensions. Given the significant correlations 
between self-oriented and other-oriented perfectionism with the other dimensions of 
perfectionism, this indicates that those with higher levels of one form of perfectionism tended to 
have higher levels of other forms of perfectionism as well. As such, this may have resulted in 
some significant relationships being suppressed (Tabachnick & Fidell, 2014). Therefore, not 
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controlling for overlap may explain why self-oriented perfectionism and other-oriented 
perfectionism had inconsistent associations with social disconnection and was not a significant 
predictor in the mediational models. However, there is still significant debate about the 
appropriateness of controlling for the overlap between different forms of perfectionism (Hill, 
2014, 2017; Stöeber & Gaudreau, 2017). 
 
5.1. Limitations 
The current dissertation has several limitations. For example, the presented studies 
involved a non-clinical sample of mostly female university students. It remains to be seen if the 
present results generalize to other populations, such as community and clinical based samples. 
Given that Studies 2 and 3 were cross-sectional in design, the temporal relationships between 
perfectionism, social disconnection, and psychological distress were not established. Although 
the mediational sequence supported in the present studies were informed by theory and evidence, 
longitudinal designs are needed to test directional effects to see if the model replicates when 
predictors, mediators, and outcome variables are assessed at separate time points. Experimental 
designs would also increase confidence in any causal inferences drawn. In addition, although the 
studies utilized well-established, reliable, and valid measures, they were primarily self-report 
instruments which may be biased towards impression management. Future research should 
incorporate methods of data collection that go beyond self-reports (e.g., informant reports). 
 
5.2. Empirical and Clinical Implications 
This dissertation broadens the research by investigating the dimensions of perfectionism 
that are associated with various indicators of social disconnection in predicting maladaptive 
psychological outcomes. Based on the PSDM, findings from the presented studies expand on 
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previous literature to clarify the unique relationships of the three forms of trait perfectionism and 
three facets of perfectionistic self-presentation with indicators of social disconnection. While it 
has been proposed that the PSDM should apply to all perfectionism dimensions, suggesting that 
all forms of perfectionism should lead to social disconnection and interpersonal difficulties 
(Hewitt et al., 2017; Sherry et al., 2016), results from the three presented studies does not fully 
support these assertions. Instead, findings suggest that the perfectionism facets involving 
interpersonal aspects related to the perceptions of others, such as socially prescribed 
perfectionism and nondisclosure of imperfection, show consistent associations indicative of 
social disconnection that may make individuals vulnerable to psychological distress. The results 
of the present study did not reveal consistent associations among the dimensions of self-oriented 
perfectionism and other-oriented perfectionism with social disconnection. This highlights the 
importance of examining the relationships that each form of perfectionism has with various 
psychological outcomes, and reinforces the importance of looking at perfectionism as a 
multidimensional trait. 
Moreover, this dissertation included student populations in different academic programs, 
including general undergraduate, law, and medicine. No study to date has examined levels of 
perfectionism in a law student sample. The findings also contribute to the existing research by 
identifying the potential similarities and differences between different student populations with 
respect to perfectionism and social disconnection. Results consistently showed that higher levels 
of nondisclosure of imperfection are associated with a greater sense of social isolation that 
potentially increases the risk of experiencing psychological distress across all three student 
populations. It is important to investigate interpersonal mechanisms, such as social support or 
feelings of loneliness, because of the significant influence that interpersonal relationships have 
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on the mental health of individuals. These findings shed light on both discipline-specific and 
generic factors that undermine students’ psychological wellbeing and reflect the psychological 
needs and stressors that students face in their fields of study. 
Given the high rate of perfectionism among university students and its potential social 
and psychological impact, these results suggest that university students in a range of disciplines 
need additional services to support psychological wellbeing. It will be important for 
administrators and educators in academic programs to identify and develop effective strategies 
and interventions to reduce sources of psychological distress and build students’ resilience. 
Understanding the potential impact of perfectionism and interpersonal mechanisms involved that 
make individuals vulnerable to psychological distress will assist academic programs in 
improving or expanding ways for students to feel socially supported and connected with their 
peers. Interventions could be targeted at reducing the impact of particular traits or interpersonal 
styles of perfectionism that may be negatively influencing interpersonal relationships. 
Furthermore, individuals who endorse higher levels of perfectionistic self-presentation may not 
want to disclose that they are experiencing psychological difficulties and may be concerned with 
how they are perceived by others.  
 
5.3. Future Directions 
An important direction for future research is to examine perfectionism and social 
disconnection in children and adolescents from a developmental perspective. Research of this 
nature could establish the specific processes and early experiences involved in the development, 
manifestation, and outcomes of perfectionism that lead to interpersonal difficulties. This will be 
an important avenue particularly for preventative work. Similarly, more studies implementing 
multi-wave longitudinal designs are needed to fully establish the various mechanisms and 
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temporal relationships underlying the PSDM. Not only do longitudinal designs allow for changes 
in outcome variables over time, they can also test for reciprocal effects that may yield important 
new insights. Furthermore, proper mediation analyses require longitudinal studies with at least 
three points of measurement. 
Future research should also include clinical samples to determine whether the present 
findings generalize to other populations. In addition, more studies examining ethnic and cultural 
differences and similarities in the relationships and effects of perfectionism will be important. 
Future studies may also investigate sex differences given that previous research has shown 
differences in social connection relative to gender (e.g., Lee, Keough, & Sexton, 2002; Lee & 
Robbins, 2000; Neff & Karney, 2005). Few studies have examined sex differences in 
perfectionism. The present study found significant sex differences only in Study 2, with women 
reporting higher levels of nondisplay of imperfection than men. Lastly, research should also 
continue to look for possible moderators of the relationship between perfectionism and 
psychological distress. 
In summary, the present study contributed to the research on different dimensions of 
perfectionism and their effect on social disconnection in contributing to psychological outcomes. 
Results showed that perfectionism facets involving interpersonal aspects related to the 
perceptions of others, such as socially prescribed perfectionism and nondisclosure of 
imperfection, are associated with feelings of social disconnection that may lead to psychological 
distress. The present study provided a greater understanding of the interpersonal mechanisms 
underlying the PSDM by demonstrating how perfectionism may serve as a vulnerability factor 
for psychological distress. 
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Appendix B: Additional Correlational Data for Analyses of Missing Data 
 
Table 18.  
 
Bivariate correlations for Study 1 variables at Time 1 and Time 2 for participants who completed both Time 1 and 2 
 
  
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 
1. Time 1 SOP 1.00                
2. Time 2 SOP .86** 1.00               
3. Time 1 SPP .60** .52** 1.00              
4. Time 2 SPP .48** .58** .70** 1.00             
5. Time 1 OOP .40** .38** .44** .45** 1.00            
6. Time 2 OOP .40** .46** .37** .50** .75** 1.00           
7. Time 1 Sense of Relatedness -.27
* -.29* -.30** -.30** -.19* -.05 1.00          
8. Time 2 Sense of Relatedness -.24
* -.28* -.23* -.30** -.16 -.12 .79** 1.00         
9. Time 1 Depression .43** .37** .43** .35** .30** .13 -.60** -.48** 1.00        
10. Time 2 Depression .30** .32** .42** .39** .14 .14 -.44** -.51** .61** 1.00       
11. Time 1 Anxiety  .38** .35** .38** .34** .30** .16 -.53** -.36** .79** .49** 1.00      
12. Time 2 Anxiety  .28* .30** .33** .38** .17 .22* -.27* -.38** .51** .73** .62** 1.00     
13. Time 1 Stress  .40** .35** .35** .26* .24* .08 -.51** -.38** .79** .52** .77** .48** 1.00    
14. Time 2 Stress  .41** .45** .40** .50** .23* .24* -.39** -.46** .57** .80** .63** .82** .67** 1.00   
15. Time 1 Distress .43** .38** .41** .34** .30** .14 -.57** -.43** .93** .58** .91** .56** .93** .67** 1.00  
16. Time 2 Distress .35** .39** .42** .46** .20* .21* -.40** -.49** .61** .92** .62** .91** .60** .94** .65** 1.00 
Note. N = 114 participants; ** p < .001 level; * p < .05 level. 
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Appendix C: Study 1 Mediational Models for Outcomes of Depression, Anxiety, and Stress 
 
 
Table 19. 
 
Bootstrapping total, indirect, and direct effects and confidence intervals (CI) for the Study 1 mediation model examining trait 
perfectionism, sense of relatedness, and depression 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented 
Perfectionism -.033 -.234 .167 -.038 -.239 .163 .005 -.016 .025 
Socially 
Prescribed 
Perfectionism 
.276 .053 .499 .253 .033 .472 .023 -.018 .065 
Other-Oriented 
Perfectionism -.116 -.258 .027 -.123 -.267 .021 .008 -.017 .032 
Time 1 
Depression    .489      
Note. The mediation pathway involves trait perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-
oriented perfectionism) at Time 1, sense of relatedness at Time 1, and depression at Time 2, controlling for depression at Time 1. 
 
 
 
156 
 
 
 
Figure 10. Study 1 mediation model examining trait perfectionism (self-oriented perfectionism, 
socially prescribed perfectionism, and other-oriented perfectionism) at Time 1 (Independent 
Variables), sense of relatedness at Time 1 (Mediator), predicting depression at Time 2 
(Dependent Variables), while controlling for depression at Time 1. 
 
Note: SOP = Self-Oriented Perfectionism, SPP = Socially Prescribed Perfectionism, OOP = Other-Oriented 
Perfectionism 
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Table 20. 
 
Bootstrapping total, indirect, and direct effects and confidence intervals (CI) for the Study 1 mediation model examining trait 
perfectionism, sense of relatedness, and anxiety 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented 
Perfectionism -.009 -.156 .139 -.005 -.153 .143 -.004 -.020 .013 
Socially 
Prescribed 
Perfectionism 
.124 -.095 .343 .142 -.077 .361 -.018 -.050 .014 
Other-Oriented 
Perfectionism -.065 -.225 .095 -.059 -.218 .099 -.006 -.026 .014 
Time 1 Anxiety    .605      
Note. The mediation pathway involves trait perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-
oriented perfectionism) at Time 1, sense of relatedness at Time 1, and anxiety at Time 2, controlling for anxiety at Time 1. 
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Figure 11. Study 1 mediation model examining trait perfectionism (self-oriented perfectionism, 
socially prescribed perfectionism, and other-oriented perfectionism) at Time 1 (Independent 
Variables), sense of relatedness at Time 1 (Mediator), predicting anxiety at Time 2 (Dependent 
Variables), while controlling for anxiety at Time 1. 
 
Note: SOP = Self-Oriented Perfectionism, SPP = Socially Prescribed Perfectionism, OOP = Other-Oriented 
Perfectionism 
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Table 21. 
 
Bootstrapping total, indirect, and direct effects and confidence intervals (CI) for the Study 1 mediation model examining trait 
perfectionism, sense of relatedness, and stress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented 
Perfectionism .084 -.087 .255 .082 -.089 0.254 .002 -.011 .014 
Socially 
Prescribed 
Perfectionism 
.149 -.048 .347 .142 -.056 0.339 .008 -.024 .039 
Other-Oriented 
Perfectionism -.006 -.149 .138 -.008 -.151 0.134 .002 -.013 .018 
Time 1 Stress    .564      
Note. The mediation pathway involves trait perfectionism (self-oriented perfectionism, socially prescribed perfectionism, and other-
oriented perfectionism) at Time 1, sense of relatedness at Time 1, and stress at Time 2, controlling for stress at Time 1
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Figure 12. Study 1 mediation model examining trait perfectionism (self-oriented perfectionism, 
socially prescribed perfectionism, and other-oriented perfectionism) at Time 1 (Independent 
Variables), sense of relatedness at Time 1 (Mediator), predicting stress at Time 2 (Dependent 
Variables), while controlling for stress at Time 1. 
 
Note: SOP = Self-Oriented Perfectionism, SPP = Socially Prescribed Perfectionism, OOP = Other-Oriented 
Perfectionism 
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Appendix D: Study 2 Mediational Models for Outcomes of Depression, Anxiety, and Stress 
 
Table 22. 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.051 -.155 .052 -.002 -.093 .089    
Perceived Social Support       -.005 -.026 .016 
Received Social Support       .006 -.008 .020 
Loneliness       -.050 -.101 .000 
Socially Prescribed Perfectionism .293 .195 .390 .152 .062 .242    
Perceived Social Support       .006 -.022 .034 
Received Social Support       -.002 -.013 .034 
Loneliness       .137 .084 .190 
Other-Oriented Perfectionism -.080 -.161 .002 -.066 -.135 .004    
Perceived Social Support       .000 -.004 .005 
Received Social Support       .007 -.004 .019 
Loneliness       -.022 -.062 .019 
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Table 22. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.083 -.218 .052 -.014 -.120 .093    
Perceived Social Support       -.002 -.013 .009 
Received Social Support       .007 -.011 .024 
Loneliness       -.074   -.144 -.005 
Nondisplay of Imperfection .202 .098 .306 .144 .057 .231    
Perceived Social Support       -.001 -.007 .005 
Received Social Support       .003 -.012 .018 
Loneliness       .056 .004 .108 
Nondisclosure of Imperfection .207 .114 .300 .031 -.054 .116    
Perceived Social Support       .010 -.033 .052 
Received Social Support       -.024 -.042 -.006 
Loneliness       .191 .138   .244 
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Figure 13. Study 2 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression (DASS-21) 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-
Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism) and Perfectionistic Self-Presentation (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
 
Outcome variable: Depression 
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Table 23.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.040 -.142 .063 -.009 -.101 .082    
Perceived Social Support       -.007 -.028 .015 
Received Social Support       .013   -.015 .041 
Loneliness       -.037 -.074 .001 
Socially Prescribed Perfectionism .104 .062 .146 .130 .041 .219    
Perceived Social Support       .009 -.021 .038 
Received Social Support       -.005 -.027 .018 
Loneliness       .099 .057 .142 
Other-Oriented Perfectionism -.042 -.132 .047 -.043 -.126 .041    
Perceived Social Support       .000 -.005 .005   
Received Social Support       .016 -.006 .038 
Loneliness       -.016 -.045 .014 
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Table 23. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion .007 -.125 .138 .049 -.063 .162    
Perceived Social Support       -.003 -.015 .010 
Received Social Support       .014 -.021 .049 
Loneliness       -.054 -.106 -.002 
Nondisplay of Imperfection .201 .104 .298 .156 .066 .246    
Perceived Social Support       -.001   -.008 .006 
Received Social Support       .006   -.024 .036   
Loneliness       .040 .002 .078 
Nondisclosure of Imperfection .118 .009 .228   .017  -.085 .118    
Perceived Social Support       .013 -.031 .058 
Received Social Support       -.050 -.081 -.019 
Loneliness       .139 .092 .185 
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Figure 14. Study 2 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and anxiety (DASS-21) 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-
Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism) and Perfectionistic Self-Presentation (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
 
Outcome variable: Anxiety 
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Table 24.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism .089 -.010 .189 .107 .015 .198    
Perceived Social Support       .014 -.007 .035 
Received Social Support       .011 -.013 .036 
Loneliness       -.042 -.084 .000 
Socially Prescribed Perfectionism .244 .145 .344 .153 .054 .251    
Perceived Social Support       -.018 -.045 .009 
Received Social Support       -.004 -.024 .016 
Loneliness       .114 .067 .160 
Other-Oriented Perfectionism -.026 -.107 .055 -.021 -.092 .050    
Perceived Social Support       .000 -.007 .006 
Received Social Support       .014 -.006 .034 
Loneliness       -.018 -.052 .016 
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Table 24. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 2 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.089 -.218 .040 -.045 -.155 .064    
Perceived Social Support       .006 -.007 .018 
Received Social Support       .012 -.019 .044 
Loneliness       -.062 -.121 -.002 
Nondisplay of Imperfection .277 .180 .374 .224 .132 .315    
Perceived Social Support       .002 -.006 .010 
Received Social Support       .005 -.022 .032 
Loneliness       .046 .003 .090 
Nondisclosure of Imperfection .052 -.050 .155 -.034 -.130 .061    
Perceived Social Support       -.028 -.069 .013 
Received Social Support       -.045 -.072 -.018 
Loneliness       .159 .111 .207 
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Figure 15. Study 2 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and stress (DASS-21) 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-
Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism) and Perfectionistic Self-Presentation (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
 
Outcome variable: Stress 
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Appendix E: Study 3 Mediational Models for Outcomes of Depression, Anxiety, and Stress 
 
Table 25. 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.047 -.230 .136 .033 -.139 .206    
Perceived Social Support       .022 -.032 .075 
Received Social Support       -.001 -.026 .023 
Loneliness       -.100 -.238 .037 
Socially Prescribed Perfectionism .350 .145 .555 .152 -.022 .325    
Perceived Social Support       -.020 -.069 .030 
Received Social Support       -.001 -.018 .017 
Loneliness       .218 .069 .368 
Other-Oriented Perfectionism -.117 -.294 .061 -.096 -.231 .039    
Perceived Social Support       .005 -.021 .032 
Received Social Support       .000 -.013 .012 
Loneliness       -.026 -.142    .090 
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Table 25. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.115 -.394 .165 .005 -.216   .226    
Perceived Social Support       .003   -.033 .039 
Received Social Support       -.002 -.035 .032 
Loneliness       -.121 -.306 .065   
Nondisplay of Imperfection .284 .066 .503 .145 -.032 .322    
Perceived Social Support       .001 -.035   .037 
Received Social Support       .001   -.020 .022 
Loneliness       .137 -.023 .297 
Nondisclosure of Imperfection .007 -.196 .210 -.129 -.314 .057    
Perceived Social Support       -.036 -.115 .044 
Received Social Support       .002 -.036 .041 
Loneliness       .169 .040 .299 
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Figure 16. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression (DASS-21) for law students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-
Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism) and Perfectionistic Self-Presentation (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
 
Outcome variable: Depression 
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Table 26. 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.010 -.197 .178 .037 -.127 .201    
Perceived Social Support       -.003 -.035 .029 
Received Social Support       -.006 -.033 .020 
Loneliness       -.038 -.152 .076 
Socially Prescribed Perfectionism .154 -.039 .347 .150 .004 .297    
Perceived Social Support       .011 -.025 .048 
Received Social Support       -.013 -.045 .018 
Loneliness       .006 -.108 .119 
Other-Oriented Perfectionism -.291 -.447 -.135 -.202 -.353 -.052    
Perceived Social Support       -.016 -.055 .023 
Received Social Support       .000 -.019 .019 
Loneliness       -.073 -.161 .015 
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Table 26. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and depression (DASS-21) for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion .002 -.222 .225 -.056 -.257 .146    
Perceived Social Support       -.002 -.039 .035 
Received Social Support       .009 -.025 .044 
Loneliness       .050 -.067 .166 
Nondisplay of Imperfection .189 -.005 .383 .139 -.013 .290    
Perceived Social Support       -.004 -.039 .031 
Received Social Support       -.009 -.034 .016 
Loneliness       .063 -.045 .171 
Nondisclosure of Imperfection .196 -.019 .412 -.053 -.220 .115    
Perceived Social Support       .061 -.066 .188 
Received Social Support       -.036 -.094 .022 
Loneliness       .225 .079 .371 
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Figure 17. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and depression (DASS-21) for medical students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = Other-
Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed perfectionism, 
and other-oriented perfectionism) and Perfectionistic Self-Presentation (perfectionistic self-promotion, 
nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and loneliness) 
 
Outcome variable: Depression 
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Table 27.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.005 -.198 .188 .020 -.179 .218    
Perceived Social Support       .011 -.048 .069 
Received Social Support       .013 -.022 .048 
Loneliness       -.049 -.124 .026 
Socially Prescribed Perfectionism .253 .079 .426 .150 -.030 .331    
Perceived Social Support       -.010 -.063 .044 
Received Social Support       .005 -.025 .036 
Loneliness       .106 .015 .197 
Other-Oriented Perfectionism -.037 -.206 .131 -.033 -.194 .129    
Perceived Social Support       .003 -.022 .027 
Received Social Support       .005 -.018 .028 
Loneliness       -.013 -.069 .044 
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Table 27. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion .046 -.221 .312 .084 -.166 .335    
Perceived Social Support       .001 -.031 .034 
Received Social Support       .019 -.031 .068 
Loneliness       -.059 -.157 .040 
Nondisplay of Imperfection .233 .009 .457 .176 -.045 .397    
Perceived Social Support       .001 -.031 .032 
Received Social Support       -.010 -.047 .026 
Loneliness       .067 -.024 .157 
Nondisclosure of Imperfection -.001 -.203 .202 -.042 -.237 .154    
Perceived Social Support       -.018 -.109 .074 
Received Social Support       -.024 -.071 .023 
Loneliness       .082 .008 .157 
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Figure 18. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and anxiety (DASS-21) for law students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Anxiety 
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Table 28.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism -.023 -.202 .155 .014 -.163 .192    
Perceived Social Support       -.003 -.049 .043 
Received Social Support       -.016 -.071 .039 
Loneliness       -.018 -.083 .046 
Socially Prescribed Perfectionism .096 -.173 .364 .112 -.137 .360    
Perceived Social Support       .014 -.038 .067 
Received Social Support       -.033 -.088 .022 
Loneliness       .003 -.060 .065 
Other-Oriented Perfectionism -.030 -.198 .138 .025 -.134 .185    
Perceived Social Support       -.020 -.077 .037 
Received Social Support       .000 -.041 .041 
Loneliness       -.035 -.093 .024 
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Table 28. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and anxiety for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.159 -.415 .097 -.204 -.464 .056    
Perceived Social Support       -.002 -.051 .047 
Received Social Support       .024 -.050 .098 
Loneliness       .024 -.044 .091 
Nondisplay of Imperfection .239 -.006 .484 .236 .013 .459    
Perceived Social Support       -.005 -.050 .041 
Received Social Support       -.022 -.076 .032 
Loneliness       .030 -.039 .099 
Nondisclosure of Imperfection -.012 -.224 .199 -.105 -.375 .165    
Perceived Social Support       .077 -.106 .261 
Received Social Support       -.092 -.172 -.012 
Loneliness       .107 -.031 .246 
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Figure 19. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and anxiety (DASS-21) for medical students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Anxiety 
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Table 29.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism .019 -.169 .206 .042 -.160 .244    
Perceived Social Support       .013 -.037 .063 
Received Social Support       .022 -.022 .065 
Loneliness       -.059 -.145 .028 
Socially Prescribed Perfectionism .275 .106 .444 .150 -.018 .319    
Perceived Social Support       -.012 -.059 .035 
Received Social Support       .009 -.030 .048 
Loneliness       .127 .030 .225 
Other-Oriented Perfectionism .074 -.083 .230 .077 -.071 .226    
Perceived Social Support       .003 -.020 .027 
Received Social Support       .008 -.020 .036 
Loneliness       -.015 -.085 .055 
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Table 29. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress for law students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.016 -.278 .245 .022 -.215 .258    
Perceived Social Support       .002 -.030 .033 
Received Social Support       .031 -.023 .085 
Loneliness       -.070 -.186 .045 
Nondisplay of Imperfection .243 .019 .466 .179 -.035 .394    
Perceived Social Support       .001 -.030 .031 
Received Social Support       -.017 -.060 .026 
Loneliness       .080 -.026 .186 
Nondisclosure of Imperfection -.051 -.237 .134 -.089 -.274 .096    
Perceived Social Support       -.021 -.100 .058 
Received Social Support       -.039 -.088 .010 
Loneliness       .099 .017 .180 
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Figure 20. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and stress (DASS-21) for law students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Stress 
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Table 30.  
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Self-Oriented Perfectionism .076 -.126 .277 .113 -.094 .320    
Perceived Social Support       .001 -.029 .030 
Received Social Support       -.010 -.047 .027 
Loneliness       -.028 -.117 .062 
Socially Prescribed Perfectionism .204 -.004 .412 .223 .029 .417    
Perceived Social Support       -.002 -.037 .032 
Received Social Support       -.020 -.057 .016 
Loneliness       .004 -.082 .090 
Other-Oriented Perfectionism .068 -.110 .246 .119 -.046 .283    
Perceived Social Support       .003 -.039 .045 
Received Social Support       .000 -.027 .027 
Loneliness       -.053 -.125 .018 
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Table 30. (Continued) 
 
Bootstrapping indirect and direct effects and confidence intervals (CI) for the Study 3 mediation model examining trait perfectionism, 
perfectionistic self-presentation, social disconnection, and stress for medical students 
 
 Total Effect Direct Effect Indirect Effect 
 Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI Standardized 
Regression 
Coefficient 
CI 
 Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Lower 
.5% 
Upper 
.5% 
Perfectionistic Self Promotion -.192 -.470 .086 -.243 -.523 .037    
Perceived Social Support       .000 -.029 .030 
Received Social Support       .015 -.035 .064 
Loneliness       .036 -.051 .123 
Nondisplay of Imperfection .133 -.095 .362 .100 -.126 .326    
Perceived Social Support       .001 -.029 .030 
Received Social Support       -.014 -.052 .025 
Loneliness       .046 -.039 .131 
Nondisclosure of Imperfection .012 -.167 .192 -.084 -.294 .126    
Perceived Social Support       -.012 -.156 .132 
Received Social Support       -.057 -.126 .013 
Loneliness       .164 .019 .310 
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Figure 21. Study 3 mediation model examining trait perfectionism, perfectionistic self-
presentation, social disconnection, and stress (DASS-21) for medical students 
 
Note. SOP = Self-Oriented Perfectionism; SPP = Socially Prescribed Perfectionism; OOP = 
Other-Oriented Perfectionism; PSP = Perfectionistic Self Promotion 
 
Independent variables: Trait Perfectionism (self-oriented perfectionism, socially prescribed 
perfectionism, and other-oriented perfectionism) and Perfectionistic Self-Presentation 
(perfectionistic self-promotion, nondisclosure of imperfection, and nondisplay of imperfection) 
 
Mediators: Social Disconnection (perceived social support, received social support, and 
loneliness) 
 
Outcome variable: Stress 
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